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Original Contributions 


The Physician and the Mentally Retarded Child 


aq HE family physician is frequently the first 
person from whom help is sought by parents 
who suspect that their child may be retarded 
mentally. This problem, always difficult for the 
physician to deal with, may often appear insoluble, 
but there is actually much that can be done to 
help these parents and their children. Frequently, 
after an impression of retardation has been con- 
firmed, institutional placement has been recom- 
mended as a solution. In a sense this is a solution, 
since it abruptly removes the child from the situa- 
tion in which he is not adjusting and is creating 
discomfort in the family by his inadequacy or mis- 
behavior; too often, however, the detrimental 
effects on the child of such a separation are over- 
looked or minimized. Undoubtedly more can be 
expected of the mildly, and even moderately, re- 
tarded child than has been previously thought 
possible. 

From long experience in dealing with mentally 
retarded persons, some outmoded points of view 
toward these individuals have been retained. The 
undeniable limitations presented by these children 
have encouraged custodial care. In the past, the 
retarded child faced overwhelming pressures in the 
school and community, pressures so great that 
removal from his home to an institution often 
seemed to be the only alternative. In addition, 
there has been a need for the public to be made 
more aware of the problems of the mentally 
retarded; one way to accomplish this was to 
stimulate greater public demand for adequate 
facilities for this group. 

More recently the pendulum has swung the 
other way. Public awareness and acceptance of 
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custodial care for the mentally retarded are high. 
Many good institutions exist or are being planned, 
with much better standards of care and training 
offered to children committed to such schools. 
Yet facilities still do not meet the demand, and 
long waiting lists for admission are common. We 
can never hope to provide custodial institutional 
care for the entire 2 per cent of the population 
classified as mentally retarded. Also, mental defi- 
ciency is not a problem for which we hope to find 
effective therapy or even substantial preventative 
measures, but one which will continue to be with 
us in proportion to the population. On the other 
hand, the persistent focus on mental inadequacy 
ignores the social capacity and potential of the 
retarded child, and the overdependency on intelli- 
gence tests often blinds us to more important 
hopeful aspects of their behavior. Too often there 
is found in this field little attempt at diagnosis and 
less at treatment, with the result that thousands 
of children are still being scrapped each year with 
the poorly-defined label of mental deficiency.* 

In Minnesota, an intelligence quotient (I.Q.) 
of 70 generally qualifies a child as eligible for com- 
mitment toa state school for the mentally retarded. 
On occasion children with I.Q.’s of as much as 90 
have been accepted when they were particularly 
maladjusted in their home environment by virtue 
of acting like retarded children. Of the mentally 
retarded group, three-fourths are mildly retarded 
and another one-fifth are moderately so;? thus the 
large majority of the retarded are not severely 
handicapped basically and are potentially capable 
of learning to make a fairly adequate adjustment 
if other factors are favorable. The child who is 
intellectually below normal is nevertheless a grow- 
ing, sensitive, responsive child. Every aspect of 
his developing personality is subject to early train- 
ing so that he may compensate to a considerable 
extent for his intellectual deficiency. 


509 











We are not referring here to the very severely 
and grossly retarded child (1.Q., below 20-30), 
whose retardation is readily apparent from infancy, 
nor to those children who, in addition to severe 
mental retardation, have severe physical handicaps 
which materially complicate their possible adjust- 
ment. These children are not educable, often are 
not trainable, and much less is gained by not plac- 
ing them in custodial institutions early. 

A major problem in this whole area is that of 
accurately and validly measuring intelligence. The 
I.Q. reflects ability to learn abstract and verbal 
subject matter. It does not measure practical, 
mechanical, mathematical, musical, artistic, social, 
or other abilities and aptitudes that require special 
kinds of intelligence; nor does it reveal common 
sense which may be extremely important in ulti- 
mate adjustment. Other capacities of the child 
which cannot be measured by psychometric tests, 
but which may be very important in the final per- 
sonality adjustment, include emotion, tempera- 
ment, motility, shrewdness, insight, originality, and 
resourcefulness.1 In much the same manner as 
tested “genius” is only a potential which may never 
be reached, so is retardation a potential which the 
individual may far exceed. 

The intellectual level cannot be measured ac- 
curately until the third or fourth year when a child 
usually has developed adequate communication. 
With the unhappy, withdrawn, or emotionally dis- 
turbed youngster, sufficient communication may 
not be possible even at this age. Unfortunately it 
is frequently of this child that an intelligence 
evaluation is especially desired. 

Some inconsistency exists in the comparison of 
degrees of retardation according to the psycho- 
logic test used. The I.Q. results are not equivalent 
on different tests and therefore have different 
meaning. The World Health Organization’s Joint 
Expert Committee on the mentally subnormal 
child has suggested? that the lower limit of mild 
retardation be more conservatively placed at six- 
year performance in comparison with adult stand- 
ards, and that of moderate retardation, at the two- 
year level rather than at ages eight and three, 
respectively, as at present.’ An I.Q. of 50 (mental 
age eight years) theoretically permits completion 
of the third grade in school, and an I.Q. of 90 
(mental age fourteen) permits completion of the 
eighth grade, yet we see many youngsters of this 
latter intellectual level entering and even graduat- 
ing from high school. 
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The role that emotional conflict plays in lower- 
ing an individual’s functioning intellectual capacity 
deserves wider recognition. Severe personality dis- 
turbance resulting from emotional deprivation 
may produce irreversible intellectual impairment. 
How often does this occur when a young child, 
believed to be retarded, is separated from its par- 
ents and placed in an institution for care and 
training? 

The maturation process may be fostered or 
restricted by the wealth or proverty of stimulation 
in the environment during the child’s early forma- 
tive years. Transfer from a stagnant to an inspir- 
ing, stimulating environment may improve I.Q. 
results ten to twenty points by stirring latent poten- 
tialities to full fruition and providing greater emo- 
tional stability. Pearsont was unable to delineate 
clearly a diagnostic syndrome of severe intellectual 
inhibition from emotional causes, but nevertheless 
believed there are a number of such children diag- 
nosed as mentally deficient who, if their emotional 
problems were treated, would have a much better 
prognosis. Pseudoimbecility also has been described 
as a not infrequent psychologic mechanism through 
which children gain considerable satisfaction.’ It 
seems to be generally recognized that intellectual 
inhibition from emotional disturbance may fre- 
quently produce a reversible picture of mental 
retardation, but this is not as often applied in 
individual cases as might be done. In most spe- 
cialized treatment settings where this diagnostic 
clarification could, be pursued, there are so many 
more alert, responsive children, who need and can 
readily use the time of overtaxed and limited 
staffs, that little effort is directed toward the ap- 
parently retarded child. A few hours’ observation 
in a clinic, or even a few days’ study in the hos- 
pital, does not usually allow these children to 
reveal their true potential. 

Also deserving of more consideration than it 
has been given is the longitudinal variability of the 
I.Q. score a child achieves. A recent study sug- 
gested that normal fluctuation of the tested I.Q. 
is much wider than previously thought.® Of a 
group of 140 average children followed from 
infancy, to age fifteen with repeated social and 
psychologic re-evaluations, the thirty-five children 
with the greatest I.Q. gain showed increases rang- 
ing from eighteen to fifty-seven points, and the 
thirty-five showing the greatest loss decreased from 
ten to twenty-seven points. One possible cause for 
this marked variability was thought to be subclini- 
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cal, free-floating anxiety which may have a devas- 
tating effect on a child’s test performance; and 
this is not recognizable by the examiner who 
spends only a few hours or at most a day or two 
with the child. It is also observed in this study 
that the developmental pattern and progress of 
the young child is not necessarily correlated with 
the final intelligence level and, together with early 
1.Q. evaluations, may be quite misleading. 

A most unfortunate consequence of early institu- 
tional placement of retarded children is the retard- 
ing effect itself of removing a young child from its 
parents and its home to a permanent institutional 
environment. Whether intellectually normal or 
deficient, the institutionalized child usually presents 
a pathetic picture of listlessness, immobility, and 
unresponsiveness to personal relationships. His 
facial expression is fixed, and with an unhappy, 
distant look his attitude repels the environment.’ 
An infant needs to be the center of a family group 
to receive a sufficient amount of the individual 
affectionate stimulation so important for healthy 
emotional development. No young child can thrive 
on communal living with many varied and incon- 
sistent parent-figures. With gross emotional de- 
privation, first, socialization suffers, then language 
intelligence functioning, and finally, adaptive de- 
velopment. In infants institutionalized for three 
months, the developmental quotient is observed to 
fall to 65 per cent, and to 50 per cent for those 
isolated for a year.1 An inadequate environment 
may keep a child mentally in the dark as much 
as a visual or auditory handicap which interferes 
with learning. It is not surprising that usually 
these institutionally-reared children fulfill the pes- 
simistic expectations held for them, that is, they 
continue to function in a grossly retarded pattern. 
Marked mental retardation suggests an unfavor- 
able eventual prognosis, yet an intensive medical, 
psychologic and educational program will over- 
come some of the deviation. Even some apparently 
hopelessly retarded children may be helped to 
develop a special aptitude in some field; otherwise 
institutionalization is inevitable. Institutional place- 
ment should be reserved for the very retarded 
child who requires indefinite physical care and 
who obviously will never be able to care for him- 
self or make any significant contribution to the 
community. Such a decision calls for careful con- 
sideration. A defeatist attitude only impedes the 
development of the child’s latent potentialities. 
The ultimate adjustment of the retarded individ- 
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ual will depend to a large extent on the individual 
attention received in childhood from its mother in 
regard to those aspects of deficiency most amen- 
able to improvement; and this is best accomplished 
in an accepting, affectionate, emotionally satisfy- 
ing home environment. 

The Armed Forces, at present, generally accept 
men with an I.Q. as low as 65 if they are literate 
and emotionally stable. Some individuals even 
below this level are satisfactorily utilized in the 
service. During World War II when marginal 
manpower was more fully utilized, men with a 
mental age of eight years (I.Q., 50) were used in 
overseas operations while others with even lower 
ability functioned adequately in less demanding 
situations. This suggests the role that is possible 
for the moderately and mildly retarded individual 
in our society. 

In a recent study,’ a group of young, moderately 
retarded individuals (Stanford Binet I.Q.’s ranging 
from 24 to 41; mean I.Q., 33) were found able 
to reach and maintain unexpectedly high levels of 
achievement when suitably trained. It was observed 
that although the initial ability of those studied 
was exceedingly low, ability had little relationship 
to the level they achieved with training, and the 
main distinction between their performance and 
that of normal individuals was not so much the 
final level of achievement as the time required to 
achieve it. After adequate training these indi- 
viduals, with minimal supervision, could do a full 
day’s work reliably and well, and gave every ap- 
pearance of enjoying their activity. The work 
problems used in this study included such tasks as 
soldering television components, assembling bi- 
cycle pumps and cutting insulated wire to exact 
length. It was noted that although some of the 
group could not name colors correctly, all could 
match them. 

Kugelmass! has given an excellent review of 
causative factors to be considered in evaluating a 
retarded child, as well as a thorough discussion 
of helping the parents with their feelings and sub- 
sequent care and training of the child. A few 
points will be stressed here. 

Parents are generally reluctant to accept the 
fact of their child’s retardation even though they 
have usually had some awareness, at least sub- 
consciously, of it previously. Many will flatly 
deny the doctor’s diagnosis. Bringing into the 
open the child’s retarded status also elicits a strong 
emotional reaction from the parents. If this is not 
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anticipated and the parents prepared adequately 
to face what they often construe as their failure, 
they may simply reject the diagnosis and leave the 
doctor to seek help and consolation from some 
other source less qualified but more reassuring and 
acceptable to them. Learning that their child is 
retarded may also precipitate marked feelings of 
hostility toward the child, or toward the other 
parent for his or her part in creating such a child. 
Parents often develop intense guilt feelings which 
lead them to seek endlessly for a “cure,” or to 
spend money far beyond their resources to help 
the child toward impossible goals, in an effort to 
assuage their guilt. They may be so overwhelmed 
with guilt that they cannot conceive of institu- 
tional placement for the child no matter how 
totally incapacitated he may be. They dedicate the 
rest of their life to caring for and overindulging 
the retarded youngster, often to the detriment of 
the child as well as the rest of the family. Other 
parents will project their anger on to the retarded 
child and seek placement eagerly, then later suffer 
guilt feelings when they realize how they have 
totally rejected their child. Placement is essen- 
tially a rejection of the unwanted, retarded child 
despite rationalizations which may be offered of 
his receiving better physical care in the institu- 
tional setting, experiencing fewer demands from 
his peer group, enjoying a more relaxed environ- 
ment, or having better and longer protection and 
security. Once the child is placed, some parents 
such as these prefer to live as if they had never 
had a retarded child; they don’t visit or speak of 
him at home, and they are not able to accept him 
back into the family group. This latter problem 
does not often arise, though, as long term place- 
ment usually leads to the youngster developing a 
strong dependence on the institutional environ- 
ment in which he was reared and he strongly 
resists leaving it to reenter society, even when able. 


Parents will want to know why their child is 
slow, both medically and, on a deeper philosophic 
level, why this had to happen to them. It may 
be related by them to past misdeeds or thoughts 
about which they still feel guilty and for which 
the retarded child is interpreted as punishment. 
Such deep-seated psychologic problems will not be 
verbalized early but only after parents acquire 
great confidence in their doctor. Establishing the 
diagnosis is only a first step and the physician’s 
role cannot stop here. The help and support that 
the parents of the retarded child need cannot 


512 


MENTALLY RETARDED CHILD—WALLINGA 


possibly be given at the time the diagnosis is made. 
When the physician attempts to deal with as com- 
plex a problem as a retarded child in an interview 
or two with the parents, it may well reflect his own 
discomfort with this type of problem. If left undis- 
cussed and unresolved, their questions will lead to 
intrapersonal and family conflict. Parents often 
wonder about the probability of retardation in 
subsequent children and how siblings should be 
handled with respect to the retarded member of 
the family. They need continued opportunities to 
talk about the difficulties their child is presenting 
as well as the progress he is showing. As they are 
confronted with new situations, the parents will 
experience new feelings and reactions which they 
may not understand and which will require inter- 
pretation. They continually need help in accept- 
ing the child as a handicapped member of the 
family and in treating him as an equal in accord- 
ance with his mental age. This is a problem not 
unlike that presented by the child severely handi- 
capped physically and his subsequent adjustment 
in the home and community. It must be realized 
that parents can never be really objective about 
their own child, particularly when he has a special 
health problem. Although the mentally retarded 
present additional problems of education and 
socialization, it is to their ultimate benefit, as well 
as that of their family and community, that they 
be helped to stay at home and maintain a happy 
adequate adjustment there. Home care of retarded 
children undeniably presents some problems in 
addition to those encountered in raising a normal 
child. Neighbors and friends will stimulate con- 
cern about the child’s not performing up to expect- 
ations for his age. More adequate playmates and 
siblings may tease him, with the result that he 
may become sensitive and withdrawn or aggres- 
sive and defiant. Some retarded children will 
become rather severe behavior problems and even 
delinquent. But it is completely erroneous to attri- 
bute such behavior to the intellectual retardation; 
average and superior children also become delin- 
quent. These problems and the children who 
present them are all potentially responsive to 
adequate treatment. 

For the retarded child to adjust well at home a 
genuine acceptance by his parents is essential. 
Parents often require help to free them of the 
emotional conflicts which prevent them from 
giving him the satisfying family ties he needs. 


(Continued on Page 520) 
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Sigmoido-perineal Fistula from Diverticulitis 


of the Sigmoid Colon 


> Sou case report presents an unusual complica- 
tion of colonic diverticulitis with a sigmoido- 
perineal fistula leading from the sigmoid colon to 
a cutaneous opening lateral to the anus. At the 
1954 meeting of the American Proctologic Society, 
a similar case was presented by J. R. Hill’ of the 
Mayo Clinic. In a personal communication he 
indicated that he had never seen a similar fistula 
at the Mayo Clinic. During the discussion of Hill’s 
paper Scarborough’? presented two additional 
cases. In 1951 Patterson? reported two colo- 
perineal fistulas in sigmoidal diverticulitis. Swin- 
ton® gives reference to perineal fistulas with 
diverticulitis, in some of which abdominal-perineal 
resection with permanent colostomy had been re- 
quired to cure the disease. Many more cases of 
this type of complication of diverticulitis must 
have occurred which have not been reported, or 
were overlooked in reviewing the literature. 


Perineal fistulas secondary to diverticulitis are 
relatively rare because of the barrier produced 
by the endopelvic fascia and the pelvic diaphragm. 
Infection with abscess formation will take the 
path of least resistance which accounts for the 
greater incidence of fistulous communication be- 
tween adjacent hollow viscera and cutaneous 
fistulae to the abdominal wall. 


It has been estimated that 5 to 10 per cent® of 
all individuals over the age of forty have 
diverticulosis of the colon as demonstrated by 
contrast barium enema, with about 80 to 85 per 
cent of these diverticula confined to the sigmoid 
colon. Colcock? believes that at some time in 
their lives all people with diverticulosis will have 
some degree of diverticulitis. In about 15 to 20 
per cent®* this diverticulitis is recurrent and 
severe enough to produce clinical symptoms. 
Various published estimates also indicate that 
between 15 to 20 per cent of patients with re- 
current attacks of diverticulitis will ultimately 
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develop complications requiring surgical inter- 
vention. 

Diverticulitis produces numerous intra-abdominal 
complications, but because the inflammation occurs 
predominantly in the distal colon, most of the 
pathological findings are limited to the pelvis and 
lower abdomen. Perforation of infected 
diverticuli with localized abscess formation is one 
of the most common complications. In many 
cases the abscesses subside, apparently by re- 
perforation back into the colon. In others the 
abscess will continue to enlarge and may give 
rise to fistulous communications with any of the 
adjacent organs, but most frequently the bladder. 
Mayo and Blunt? recently reported 22.8 per cent 
of 202 proven cases of diverticulitis to have sig- 
moido-vesical fistulae. Cutaneous fistulae to the 
abdominal wall are also quite common and were 
the indications for surgery in 14 per cent of the 
cases reported by both Mayo and Blunt? and by 
Colcock.® 


Case History 


J. A. A., a fifty-two-year-old white man, a welder by 
trade, gave a history of intermittent attacks of diverticu- 
litis of the sigmoid colon for the past seven years. About 
six months after the onset of his symptoms an explora- 
tory laparotomy was done in New Orleans, at which time 
a ruptured sigmoid diverticulum with localized abscess 
was found. The perforation was closed and the abscess 
drained through the lower midline abdominal incision. 
A fecal fistula developed at the site of drainage, which 
persisted for several months before closing spontaneously. 

Since that time he had had repeated febrile episodes 
associated with diarrhea and crampy abdominal pain. 
About four years after the onset of his illness rectal pain 
became a prominent feature of his exacerbations. A 
feeling of pressure and dull pain in the rectum was 
associated with the passage of large amounts of mucus, 
which was often blood tinged. In October, 1953, he de- 
veloped a large pararectai abscess which extended well 
out into the right buttock. On digital examination the 
superior limit of the abscess could not be reached. His 
local doctor incised and drained the abscess with a wide 
skin incision to attempt to create a cylinder. Soon after 
the incision and drainage the patient began to notice 
flatus escaping through the external fistulous opening, 
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along w:th large amounts of stool-stained purulent ma- 
terial. The passage of intestinal gas through the lateral 
sinus’ had been persistent since its onset. 
Examination of this muscular white man revealed all 
of the abnormal physical findings to be limited to the 





Fig. 1. (left) Anterior-posterior roentgenogram with 
lipiodol injected into the large irregular fistulous tract 
leading from the sigmoid colon to the perianal skin. 
The large posterior pocket is partially filled with the 
contrast media. 

(right) A lateral view showing the large flasked- 
shaped cavity posterior to the rectum which communi- 
cated with the superior portion of the main fistulous 
channel. 


lower abdomen and the anorectal regions. A lower mid- 
line abdominal scar was present with a small ventral 
hernia. The lower abdomen was tender to deep palpa- 
tion but no masses could be felt. A fistulous opening 
was present about 5 cm. to the right of the anus, 
through which a probe could be passed upward, parallel 
to the rectum, for about 15 cm. A smooth indurated 
mass was palpable through the posterior wall of the 
rectum and the rectal mucosa appeared quite red and 
edematous in this area. On sigmoidoscopy some pucker- 
ing of the mucous membrane was seen on the posterior 
wall of the sigmoid colon at 18 cm., but no fistulous 
opening could be found. Acute angulation of the bowel 
to the right prevented passage of the instrument above 
this level. 

X-ray studies of the fistulous tract and the colon were 
done which were reported as follows: ‘Lipiodol injec- 
tion of the fistula to the right of the anus shows a large 
irregular fistulous tract (Fig. 1) ‘which runs up parallel 
to the rectum for a distance of about five inches with 
several irregular pockets present. One large pocket 
filled medially and posterior to the rectum. A barium 
enema was then done which showed the rectum to be 
normal in appearance. There is marked irregularity 
and narrowing of the distal sigmoid with the sigmoid 
deviating toward the right rather than to the left. This 
segment of the sigmoid colon is quite rigid and seems 
to be fixed in this position. A few diverticula are also 
seen in this area. This is apparently the site of com- 
munication between the fistulous tract and the colon 
(Fig. 2). The sigmoid colon is long and redundant but 
the remainder of the colon shows no abnormalities.” 

After adequate preparation of the colon with sulfa- 
thalidine and neomycin, the patient was operated upon 
on January 4, 1954. Exploration of the peritoneal 





514 


SIGMOIDO-PERINEAL FISTULA—FRYKMAN 





cavity revealed a long redundant sigmoid colon bound 
down to the pelvic floor by dense scar tissue. Dense 
adhesions were also present between the sigmoid colon, 
the base of the bladder and the small bowel. The 
diverticulitis involved about 10 cm. of the distal sigmoid 
which was markedly indurated and fibrotic, and was 
kinked upon itself to the right of the midline. This 
segment was the site of origin of the fistulous tract. 
After releasing the adhesions and adequate mobilization, 
the area of diverticultis and most of the redundant 
sigmoid was resected. An open end-to-end anastomosis 
was done at about 5 cm. above the peritoneal reflection 
without complementary colostomy. The fistulous open- 
ing in the pelvic floor was closed by mobilizing the ad- 
jacent pelvic peritoneum. The patient made an unevent- 
ful recovery and was discharged from the hospital on 
the seventh postoperative day. 

The pathologist’s report was as follows: “The speci- 
men consists of a segmént of sigmoid colon measuring 
36 cm. in length. The mucosa shows no evidence of 
ulceration or tumor, but a segment of the wall is in- 
durated and a perforation is present which apparently 
starts in a diverticulum. The fatty tissue surrounding 
the area of perforation is discolored and markedly in- 
durated. Several diverticula are present adjacent to the 
perforation. Sections of the sigmoid colon showed the 
fistulous tract to be lined by granulation tissue composed 
of a dense infiltrate of both acute and chronic inflamma- 
tory cells and newly formed capillaries. Sections of the 
regional lymph nodes show no evidence of specific in- 
flammatory reaction. No ‘evidence of malignancy was 
found. Conclusions: Fistulous tract from sigmoid colon 
secondary to diverticulitis. Hyperplastic lymphadenitis.” 

Following the segmental resection of the sigmoid 
colon the general condition of the patient rapidly im- 
proved. His abdominal symptoms disappeared com- 
pletely and bowel movements became normal and regu- 
lar. However, the discharge from the fistula lateral 
to the anus continued. Large amounts of purulent ma- 
terial oozed from the fistulous opening with each bowel 
movement, which the patient estimated at times to be 
“at least a half a cupful.’”” On examination the perineal 
fistula appeared unchanged and again readily admitted a 
probe for about 15 cm. The smooth, indurated and 
boggy area was still palpable through the posterior 
rectal wall. This represented the large pocket posterior 
to the rectum which had been demonstrated by x-ray 
(Fig. 1). Digital pressure over this mass caused pus to 
exude from the external fistulous opening. On sigmoid- 
oscopy the site of anastomosis at about 16 cm. was found 
to be well healed and adequate, and no other pathology 
was seen to 25 cm. Culture of the pus from the fistula 
showed the predominant organism to be Proteus vulgaris, 
with slight sensitivity to chloromycetin and neomycin and 
complete insensitivity to all other antibiotics. 

It was felt that failure of the fistula to heal spon- 
taneously following the resection of the sigmoid colon 
was due to the large pocket posterior to the rectum 
preventing adequate drainage, plus the presence of the 
insensitive Proteus organisms. 

Excision of the extensive sinus tract was done on 
June 14, 1954. This required a large posterior horse- 
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SIGMOIDO-PERINEAL FISTULA—FRYKMAN 


shoe shaped incision extending around the entire anus 
except for a small bridge of skin anteriorly. The ano- 
coccygeal tendon was divided and the rectum mobilized 
from the hollow of the sacrum to open the large pos- 
terior pocket containing about 30 cc. of pus. Dense 


stream by transverse colostomy. A waiting period 
of several months has then been advocated before 
attempting to resect the diseased colon and eradi- 
cate the fistulous tract. With the use of anti- 





Fig. 2. (left) Barium enema showing diverticulitis of the distal sigmoid colon with the 
fistulous tract visible to the right of the rectum. The insert shows the artist’s conception 
of the complete sigmoido-perineal fistula. 


(right) Barium enema study following segmental resection of the sigmoid colon and the 
extensive perineal dissection to eradicate the fistulous tract. 


scar, in many places one-half inch thick, formed the 
wall of this portion of the fistula. The posterior pocket 
was found to communicate with the main channel of 
the lateral fistulous tract near its superior end, or nearly 
5 inches from the external opening. The external skin 
was sacrificed laterally to both ischial tuberosities and 
posteriorly to the coccyx. The ischiorectal fat, and the 
posterior portion of both levator muscles were also ex- 
cised creating a large wound to facilitate healing. Su- 
periorly it was necessary to mobilize the rectum up to 
the promontory of the sacrum in order to excise the 
uppermost portion of the sinus. The entire rectum, in- 
cluding the sphincter mchanism and a narrow margin 
of perianal skin, was retracted anteriorly as far as pos- 
sible and the large caviety packed with dry gauze. The 
packing was removed under anesthesia on the fourth 
postoperative day. The cavity healed quite rapidly and 
three months following the operation was completely and 
solidly healed. 


Comment 


This case of sigmoido-perineal fistula secondary 
to diverticulitis was treated by a one-stage resection 
and anastomosis of the sigmoid colon without 
complementary colostomy. The usual practice in 
patients with diverticulitis complicated by fistula 
formation has been to completely divert the fecal 
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biotics and adequate intestinal antisepsis many of 
the dangers inherent in sigmoid resections for 
diverticulitis have been greatly reduced. Recently 
Boyden,* Mayo,? Moore,® Donald,’’, Welch, Allen 
and Donaldson,'* and many others have advocated 
re-evaluation of this surgical problem and have 
recommended a much bolder approach. These 
men feel that the indications for surgery in diverti- 
culitis should be extended, and that in most cases 
primary resections can be accomplished, with or 
without complementary colostomy, depending 
upon the individual findings at the time of 
surgery. 

An attempt has been made to reduce the 
morbidity and lessen the economic cost to the 
patient by eliminating months of preliminary 
colostomy in those cases in which it is not a 
necessity. There is quite general agreement that a 
diverting colostomy should be done in the presence 
of obstruction or with acute perforating inflamma- 
tory masses. The second stage resection and 
anastomosis, however, can be readily accomplished 
within a few weeks, rather than waiting for months 
as had been previously recommended. It must be 
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emphasized that in primary resections with 
anastomosis, a wide excision of the bowel must 
be done, with mobilization of the splenic flexure 
if necessary, in order to anastomose healthy bowel 
without tension. If there is any doubt as to the 
integrity of the anastomosis, a complementary 
transverse colostomy should be done. The pro- 
cedure chosen shouid depend entirely upon the 
conditions presented in each individual case. At- 
tempts to standardize stagesaving operations for all 
patients can be very hazardous. 

It is usually not necessary to excise the fistulous 
tract in cutaneous fistulas secondary to diverti- 
culitis. After the deep end of the fistula has been 
separated from the diseased bowel by the colon 
resection, the sinuses will usually close spon- 
taneously, becoming converted into inactive 
fibrous cords. In the case reported a large flask- 
shaped chronic abscess cavity was present, with 
the neck of the flask pointing upward, and com- 
municating with the superior. portion of the main 
fistulous chanfiel. This pocket made adequate 
drainage impossible and prevented the sinus from 
healing. The fistula was further complicated by a 
secondary infection with insensitive Proteus 
vulgaris organisms. An extensive perineal dissec- 
tion was necessary to accomplish the fistulectomy 
and eradicate the sinus. 

Until recently the treatment of diverticulitis has 
generally been considered to be a medical prob- 
lem with surgery being reserved for the complica- 
tions, which include perforation, obstruction, 
hemorrhage and fistulous communication with ad- 
jacent hollow viscera or the skin. Another definite 
indication for surgery is the inability to clinically 
differentiate diverticulitis from carcinoma. In the 
past few years many authors***1%14 have dis- 
carded this ultraconservative view of the past and 
have considered severe uncomplicated diverticulitis 
to be an important indication for surgery. This 
attitude has developed only recently since the ad- 
vent of antibiotics and adequate intestinal anti- 
sepis and has not yet been generally accepted. Re- 
peated attacks of diverticulitis can be a real hazard 
to the life of the patient and the longer the 
symptoms persist the greater is the possibility of 
serious complications. Since the incidence of 
complications in recurrent colonic diverticulitis is 
15 to 20®7 per cent, it is often wiser to recommend 
corrective surgery early rather than wait for 
trouble to develop. Attacks of diverticulitis are 
also disagreeable and disabling to the patient and 
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require indefinite adherence to a strict medical 
regimen. As in other conditions, such as chole- 
cystitis, there is little reason for the patient to 
tolerate this hazard, discomfort and inconvenience 
unless serious contraindications are present. Re- 
section of the sigmoid colon can be as curative in 
recurrent sigmond diverticulitis as cholecystectomy 
is with recurrent cholecystitis. The operation 
should be done as an elective procedure when the 
inflammatory process is quiescent, and with 
adequate preparation, resection and anastomosis 
can usually be accomplished without the necessity 
of a temporary proximal colostomy. 

As longevity increases, with the tendency toward 
sedentary habits and chronic constipation, the in- 
cidence of colonic diverticulosis and diverticulitis 
can also be expected to increase. Interval elective 
resection of the sigmoid colon for severe uncom- 
plicated diverticulitis will also become more 
popular in the future. 


Summary 

This case report presents an unusual complica- 
tion of diverticulitis of the sigmoid colon with a 
sigmoido-perineal fistula opening lateral to the 
anus. Treatment consisted of a primary resection 
and anastomosis of the sigmoid without comple- 
mentary colostomy. An extensive perineal dis- 
section was necessary several months following the 
colon resection in order to eradicate the persistent 
fistulous tract. Failure of the sinus to heal spon- 
taneously was due -to a large pocket providing 
inadequate drainage, plus infection with insensitive 
Proteus vulgaris organisms. 

Comment is made on the recent re-evaluation 
of the problem of surgical treatment of colonic 
diverticulitis. Severe uncomplicated diverticulitis 
should be considered an important indication for 
surgery. With the use of antibiotics and intestinal 
antisepsis selected cases of diverticulitis com- 
plicated by fistula formation may also be treated 
with primary resection and anastomosis. 
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Nervous System Findings Associated with 


Systemic Lupus Erythematosus 


N recent years, assisted by the Hargraves L.E. 
cell test, clinicians have been diagnosing 
systemic lupus erythematosus with greater fre- 
quency than formerly. Contributing to the in- 
creased awareness of this disorder has been the 
recognition that lupus erythematosus may in- 
volve multiple organ systems of the body.* Among 
these is the nervous system. 

While it has been known for many years that 
neurologic and psychiatric manifestations might 
occur in this disorder, it has generally been 
assumed in the past that they were infrequent 
terminal events. It is true that such neurologic 
and psychiatric findings often occur during acute 
exacerbations of the systemic lupus erythematosus 
and in the later stages of the disease. Nevertheless, 
it has been demonstrated in recent years that 
widespread and early involvement of the nervous 
system may take place in this disorder. In fact, 
cases have been reported illustrating the fact that 
evidence of nervous system dysfunction may be 
the first manifestation of systemic lupus erythema- 
tosus.? 

The actual incidence of neurologic and 
psychiatric signs and symptoms in this disease is 
unknown. However, it is undoubtedly consider- 
able. Three studies have noted the frequency of 
nervous system disease in systemic lupus erythema- 
tosus to be 18 per cent,® 28 per cent* and 37 per 
cent,’ respectively. As neurologic and psychiatric 
difficulties in this disorder tend to become more 
frequent as the disease progresses, the discrepancy 
in figures among the various reports may be due, 
in part, to whether or not the institution furnish- 
ing the statistics provides terminal care to 
patients. 

Convulsions 


Convulsions are the most common sign of 
neurologic dysfunction found in systemic lupus 
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erythematosus. Most reports have noted the fre- 
quency of seizures in lupus erythematosus to be 
about 15 per cent,*** although figures as high as 
35 per cent® have been mentioned. The con- 
vulsions are most frequently generalized but may 
be focal. The patient may suffer from only one 
fit during the course of his illness or status 
epilepticus may develop, controlled only by the 
vigorous use of anticonvulsant drugs and systemic 
amelioration of his illness by hormonal prepara- 
tions. While convulsions may occur in the early 
stages of the illness, seizures are more apt to take 
place later in the disease. 


Other Central Nervous System Findings 


While not as frequent as convulsive seizures, 
such manifestations of cerebral dysfunction as 
monoplegia, hemiplegia, aphasia, vertigo, nystag- 
mus and intention tremor, choreiform movements, 
cortical blindness, choked disks and decerebrate 
rigidity have been noted.1:** While certain states, 
such as hemiplegia, may be permanent, this is 
not necessarily the case. Dramatic or partial re- 
covery may at times take place. As with convulsive 
seizures, these manifestations do not always occur 
in the later stages of the illness. 

More infrequent are such spinal cord signs as 
paraplegia and quadriplegia.* Piper’ has reported 
one case of systemic lupus erythematosus with 
paralysis of the lower extremities. Postmortem 
examination revealed vascular infarction of the 
spinal cord. 


Peripheral Nerve Involvement 


While neuritis is a common manifestation of 
periarteritis nodosa, it has been noted, in contrast, 
that the peripheral nerves are infrequently in- 
volved in systemic lupus erythematosus. Those 
cases of lupus erythematosus showing evidence of 
neuritis have presented no consistent pattern of 
involvement, and such clinical entities as neuro- 
nitis, mononeuritis and polyneuritis have been 
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noted. In view of the frequency with which neu- 
ritis is found in periarteritis nodosa, it is of inter- 
est to note that at postmortem examination two of 
three typical cases of systemic lupus erythematosus 
reported in the literature have shown vascular le- 
sions suggestive of periarteritis nodosa.*° 


Case 1.—A twenty-year-old woman was admitted to 
the Mayo Clinic in 1945 and 1946 because of an ery- 
thema miultiforme-like eruption on the palms and fingers 
of both hands and a past history of skin lesions on the 
face including the cheeks. On both occasions the sedi- 
mentation rate (Westergren) was elevated (69 mm. 
and 61 mm. in one hour). She was again seen in 
March, 1948, because of fever, malaise, lymphadenop- 
athy and mild generalized weakness of approximately 
three weeks’ duration. She had noted Raynaud’s 
phenomenon during the previous three months. On the 
day prior to admission the patient had experienced an 
unwitnessed episode of loss of consciousness in which 
she bit her tongue and was confused for a short time 
after the spell. 

On admission the patient was found to be acutely 
ill. Inspection revealed a moderate amount of in- 
voluntary and irregular jerking movements of the face 
and upper. extremities. The blood pressure was 120 
mm. of mercury systolic and 60 diastolic; pulse rate was 
84; and temperature was 99.2° F. There was a diffuse 
blush to the skin of the face and a maculopapular 
dermatitis on the extensor surfaces of both forearms. 
There was a mild cervical and axillary lymphadenopathy. 
The results of neurologic examination were normal except 
for the choreiform movements of the upper extremities 
and face. 

During her two-week stay in the hospital the patient 
had three episodes of loss of consciousness, at least one 
of which was a typical generalized seizure consisting of 
clonic movements of the entire body. Minor spells of 
“dizziness” associated with a “funny feeling,” thickened 
speech, and momentary loss of consciousness occurred 
on several occasions. The thoreiform movements con- 
tinued but decreased in intensity during the hospital 
stay. Her oral temperature ranged from 99.0° to 
101.0° F. while in the hospital. 

The concentration of hemoglobin was 10.6 gm. per 
100 cc. of blood and that of the total proteins was 7.3 
gm. per 100 cc. of serum, with an albumin-globulin 
ratio of 3.3:4. The sedimentation rate (Westergren) 
was 125 mm. in one hour; leukocyte counts ranged 
from 3,400 to 5,800 per cubic millimeter of blood. Re- 
actions of Kahn, Kline, Hinton and Kolmer tests 
were all weakly positive. Urinalysis revealed albuminuria, 
granular casts, leukocytes and microhematuria. Sternal 
aspiration showed L.E. cells. Spinal fluid pressure was 
140 mm. of spinal fluid with the patient in the hori- 
zontal position. The spinal fluid total protein was 65 
mg. per 100 cc. There were 13 lymphocytes per cubic 
millimeter and the colloidal gold curve was 0143320000. 
An electro-encephalographic tracing disclosed a con- 
tinuous, diffuse high-voltage dysrhythmia that was fre- 
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quently interrupted by short paroxysms of 3-per-second 
atypical spike-and-wave discharges. 


Comment on Case 1.—This case is presented as 
an example of convulsions and chorea occurring 
in systemic lupus erythematosus with evidence of 
abnormal changes in the electro-encephalogram 
and spinal fluid. There was increased spinal fluid 
protein with pleocytosis and a diffusely abnormal 
electro-encephalogram with atypical spike-and- 
wave activity. 


Psychic Manifestations 

One of the first clinical studies of lupus erythe- 
matosus noted that mental difficulties are asso- 
ciated with this disease.° More recently, a wide 
variety of psychic disturbances have been found 
in connection with the disorder. Four recent 
studies of groups of patients with systemic lupus 
erythematosus have noted 9 per cent,’ 17 per cent, 
19 per cent’ and 29 per cent,® respectively, to be so 
affected at one time or another. Thus abnormal 
psychologic reactions rank with convulsive seizures 
as being among the most frequent nervous system 
findings. 

Among the various psychiatric manifestations 
reported are: anxiety, personality changes, emo- 
tional lability, mental deterioration, depression, 
obsessive trends, paranoid reactions, hallucinations 
with fever and schizophrenia-like states.4"11* As 
with the neurologic manifestations, such psychic 
disturbances may be permanent or transient. 
Those psychologic difficulties that may be transient, 
such as anxiety, may change from day to day, at 
times without appreciable change in the physical 
signs of lupus erythematosus. 


Case 2.—A forty-six-year-old woman came to the Mayo 
Clinic in August, 1952, complaining of episodes of 
weakness of the arms and legs. In March, 1952, the 
patient had noted the onset of sudden paralysis of the 
right lower extremity followed by a slow, partial return 
of function. Again in May, 1952, sudden severe weak- 
ness of the left upper extremity developed. This showed 
rapid, though partial, return of function. However, 
following the partial recovery from the weakness of the 
left upper extremity the patient noted a mild, progres- 
sive difficulty in the use of both upper extremities, 
especially for finer movements. The patient’s husband 
also had noted a marked change in the personality of 
the patient during the previous year, with depression, 
severe anxiety, emotional lability, poor memory and 
insomnia. These symptoms became so severe that she 
was no longer able to manage her home. In addition 
to the foregoing complaints, the patient had noted yearly 





MINNESOTA MEDICINE 











att 
ph 
for 


an: 
dy: 
wa 
ral 


ne: 


M 


ter 
str 
act 
we 
we 
rig 
wa 
spt 


10 


gre 


int 








second 


ted as 
irring 
ice of 
gram 
fluid 
ormal 
-and- 


‘ythe- 
asso- 
wide 

ound 

ecent 
lupus 
pent,‘ 
be so 
yrmal 

ZUres 

stem 


tions 
emo- 
‘sion, 
tions 
> As 
ychic 
sient. 
‘ient, 
y, at 
sical 


Mayo 
»s of 
, the 
f the 
eturn 
veak- 
owed 
ever, 
f the 
gres- 
ities, 
band 
ty of 
sion, 
and 
. she 
ition 
early 


CINE 














SYSTEMIC LUPUS ERYTHEMATOSUS—CLARK AND YOSS 


attacks of polyarthritis since 1936. Raynaud’s 
phenomenon in both hands had occurred intermittently 
for one year. Double vision had been noted on many 
occasions during the past one and a half years. 

On examination the patient was found to be depressed, 
anxious and had a definite memory deficit. There was mild 
dysarthria, and the gait was ataxic. The blood pressure 
was 185 mm. of mercury systolic and 95 diastolic; pulse 
rate was 80; and the temperature was 98° F. A systolic 
murmur was heard over the precordium. A mild red- 
ness of the skin over the cheeks and forehead was noted. 
Many slightly enlarged lymph nodes were felt, especially 
in the axillary and inguinal regions. There was hyper- 
tensive retinopathy of the optic fundi. The deep muscle 
stretch reflexes were increased throughout, being most 
active in the left arm. There was moderate residual 
weakness in the left upper extremity and moderate 
weakness in both lower extremities, more marked on the 
right than on the left. A Babinski response on the right 
was obtained and there was an equivocal plantar re- 
sponse on the left. There was a minimal intention 
tremor of the left hand. 

The concentration of hemoglobin was 10.2 gm. per 
100 cc. of blood; leukocytes numbered 6,100 per cubic 
millimeter of blood. The sedimentation rate (Wester- 
gren) was 112 mm. in one hour. Reactions to the 
Kline, Kahn, Hinton and Kolmer tests were all 
weakly positive. Urinalysis showed albuminuria, 
granular casts and microhematuria. Numerous L.E. 
cells were found on sternal aspiration. 

The patient began to receive cortisone therapy the 
last of August, 1952, and was dismissed from the clinic 
to be treated by her family physician. She noted a 
definite improvement in general well-being, speech and 
co-ordination until September 9, 1952, when her husband 
reported by letter that the patient’s “left arm suddenly 
became paralyzed again, her face was contorted on the 
left side, she was unable to talk and had difficulty in 
swallowing.” 


Comment on Case 2.—This case illustrates the 
intermittent and widespread nature of the in- 
volvement of the nervous system in systemic lupus 
erythematosus. The psychiatric manifestations 
were severe and incapacitating, and were charac- 
terized by depression, anxiety, emotional lability 
and mental deterioration. The episodic neurologic 
complications were also severe, involving at one 
time or another all of the patient’s extremities. 
On examination a mild quadriparesis was found. 
In addition, the patient complained of double vi- 
sion and showed a mild intention tremor of the 
left hand on examination. The last report con- 
cerning her told of a sudden return of the left 
upper monoplegia with weakness of the left side 
of the face and marked difficulty with speech 
and swallowing. 
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Hormonal Therapy 


During recent years hormonal therapy in the 
form of cortisone and corticotropin has been used 
successfully in producing a temporary amelioration 
of the symptoms and signs in certain cases of 
systemic lupus erythematosus. In some cases hor- 
monal therapy has seemed to influence favorably 
and even dramatically neurologic and psychiatric 
findings. However, the evaluation of the effects 
of these drugs on the nervous system manifesta- 
tions of this disorder has been difficult.1* As noted 
previously, many of the neurologic and psychiatric 
signs and symptoms may be transient, even ‘in the 
absence of therapy. 

In addition, it has been found that these hor- 
monal preparations may lower the convulsive 
threshold and actually induce seizures. Likewise, 
it is now well established that cortisone and corti- 
cotropin may precipitate psychiatric disturbances.** 
Thus, when such signs as convulsions and psy- 
chiatric disturbances appear during cortisone or 
corticotropin therapy, one is faced with the prob- 
lem of whether the nervous system manifestations 
are due to the systemic lupus erythematosus or 
to the hormonal therapy. 


Neuropathology 


Reports of neuropathologic studies of cases of 
systemic lupus erythematosus have noted a consid- 
erable variability and, at times, a paucity of find- 
ings. In a number of cases the disease appears to 
involve primarily the smaller blood vessels of the 
nervous system, giving a clue to the etiology of 
the widespread neurologic and psychiatric mani- 
festations. However, as Glaser’® has noted, there 
may be a lack of clinical and pathologic corre- 
lation. 


Summary 


Clinical evidence of transient or permanent and 
focal or widespread involvement of the nervous 
system may occur at any time during the course 
of systemic lupus erythematosus. While neurologic 
and psychiatric signs and symptoms may be among 
the first manifestations of lupus erythematosus, 
these nervous system findings are more likely to 
occur during acute exacerbations of the disease 
and in the later stages of the disorder. 
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THE PHYSICIAN AND THE MENTALLY RETARDED CHILD 
(Continued from Page 512) 


The child will not fit comfortably into the family 
where his parents only superficially, verbally, or 
intellectually accept him and inwardly feel em- 
barrassed, uncomfortable, or even resentful of 
having him identified as a member of their family. 
Although this child is one of the family, his par- 
ents often find it difficult to avoid comparing him 
with the siblings in regard to development and 
achievement, and not to expect more of him than 
he is able and ready to produce at any given time. 
There is still much that medical science can offer 
the retarded child and his parents despite the 
“widely held idea that (mental) subnormality is 
not preventable and that, once it is diagnosed in 
an individual case, little or nothing can be done 
to improve the mental functioning of the patient. 
These beliefs are much too simple to be true and 
their persistence is an obstacle to progress.” 
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Therapy of Serous Cavity Effusion with 
Colloidal Radioactive Gold 198 


HERAPY of serous cavity effusion is a 

commonly encountered problem in_ the 
management of patients with advanced malignant 
disease. The pleural and peritoneal cavities are 
most commonly involved, although one _ infre- 
quently sees pericardial involvement. Carcinoma 
of the breast or ovary are the most frequent 
producers of such accumulations of fluid. 

Usually, paracentesis or thoracentesis has re- 
lieved the patient when distention becomes un- 
comfortable, and certain patients have benefited 
from x-ray therapy to the area involved. Of 
recent years the use of colloidal radioactive gold'** 
for therapy of pleural effusion or ascites has met 
with a moderate degree of success in various 
centers, and we are reporting results of such 
therapy at the University of Minnesota Hospitals 
and St. Joseph’s Hospital, St. Paul, Minnesota, 
since it was first used here in August, 1953. 

The initial investigations on the properties of 
radioactive colloidal gold were made by Sheppard 
and Hahn! in 1947. Miiller,? in Switzerland, 
suggested its use in body cavities as an effective 
form of treatment of recurrent effusion in 1949. 

Radioactive gold'®* is prepared in a nuclear 
reactor by the slow neutron capture of twenty-four 
carat gold foil. It has a half life of 2.7 days and 
a mean effective life of 3.9 days. Approximately 
95 per cent of its radiation dose is delivered in 
eleven days. 

In its decay process Au'®® emits primarily a 
beta particle with energy of .97 MeV and a .411 
MeV gamma ray. The beta component has a 
maximum penetration in water and tissue of 3.8 
mm. Ninety per cent of the total effective radiation 
is delivered by the beta component. 

The commercial preparation* as received is a 


Dr. Engels is a Fellow of the American Cancer Society 
at the University of Minnesota. Dr. Paulson is Clinical 
Assistant Professor of Radiology, and Dr. Mosser is 
Assistant Professor of Radiology, University of Minne- 
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*Aul9 Aurcoloid, Abbott. 
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deep red colloid. It initially has an activity of 
20 to 40 millicuries per cubic centimeter, is in- 
soluble, and chemically inert. The particle sizes 
range from .003 to .007 microns. Goldie and 
Hahn* demonstrated in 1950 that in mice 
inoculated intraperitoneally with free sarcoma-37 
cells, Au’®* has a distinct destructive effect on the 
neoplastic cells. Furthermore, they demonstrated 
that macrophages collected this material and 
maintained their structural and _ functional 
integrity, whereas lymphocytes and polymorpho- 
nuclear leukocytes were partially or totally 
destroyed by radiation. 

Colloidal Au’®* appears to flocculate readily 
when introduced into serous cavities but 20 per 
cent may remain in fluid collections one week 
after injection. Small but measurable amounts 
appear in the blood and urine. It stains the walls 
of cavities a bluish-purple color, and after an 
interval a reticular pattern appears on the serosal 
surface presumably due to collections of macro- 
phages laden with this material within lymphatics. 
The metabolism and distribution of the colloid 
were studied by Andrews, Root and Knisley.* 
They found a fairly rapid drop of radioactivity in 
the ascitic fluid which they felt was in part due 
to dilution resulting from production of more fluid 
but principally due to removal of gold’®* from 
the fluid. This removal with subsequent fixation 
on serosal surfaces is ascribed to phagocytosis by 
macrophages in the fluid and on the serosa and 
also to the tendency of colloids to adsorb on the 
surface. 

Knisely and Andrews’ in a study of the post- 
mortem findings in twelve cases report fibrous 
thickening of the peritoneal and pleural surfaces 
after Au'®® instillation as well as fibrin accumula- 
tions on the surfaces. This factor as well as 
endothelial damage of lymphatics and capillary 
blood vessels is held to account for the mechanism 
of action of Au’®*. 

The direct cytotoxic effect of Au'®* on malig- 
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Fig. 1. Roentgenogram showing distribution of 1 cc. 
of lipiodol in the peritoneal cavity after its injection 
through the coiled polyethelene tube, followed by 20 to 
30 cc. of saline and rotation of patient from side to 
side. This was done to rule out the chance of loccula- 
tion of the radiogold. 


nant cells implanted on pleural surfaces was 
demonstrated to us by the case of a fifty-nine-year- 
old woman who developed bilateral malignant 
pleural effusions secondary to breast carcinoma. 
Only one pleural cavity was treated with radio- 
gold. She expired after twenty-five days. Autopsy 
showed disappearance of tumor seedlings with the 
substitution of fibrosis and thickening of pleural 
surface on the treated side. The untreated side 
showed typical neoplastic frosting of the pleura. 


Selection of Cases 


In general, the criteria for selection of cases may 
be itemized as follows: 


1. Proven carcinomatous effusion. 

2. Prognosis for several months’ survival. 

3. Presence of a freely communicating pleural 
or peritoneal space, i.e., absence of locculation or 
pockets. 

4. Metastases of comparatively small size, i.e., 
under 8 to 10 mm. in diameter. 

While the criteria are easily understood and 
evident, the practical use of radiogold is quite 
limited. It is particularly difficult to adhere to 
the second criterion. This is evidenced in our own 
material and also in the literature where often 
patients survive only a month or less after ad- 
ministration of Au’, 
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Fig. 2. Combination of chest roentgenogram and 
radioautograph. Film made twenty-four hours following 
instillation of 75 mc. of Au18 in right pleural space. 
The roentgenogram was deliberately underexposed to 
heighten the relative effect of the radioautograph. 


Method of Administration 


As mentioned above, the Au’®® colloid is re- 
ceived as a deep red liquid, a few cubic centimeters 
in volume, in a sterile glass vial heavily shielded 
by lead. The dosage. generally used is 75 milli- 
curies in the pleural cavity and 100 to 125 milli- 
curies in the abdomen. Since the potent gamma 
radiation of radiogold constitutes a definite 
radiation hazard, it is important to arrange the 
technique of administration to protect the opera- 
tor. This is achieved by using an indirect method 
with saline infusion, rubber tubing, syringe and 
a two-way stopcock. Saline is drawn from an 
overhanging flask and forced by the syringe into 
the rubber capped vial of Au’®® through an 
entrance needle, while an exit needle and tubing 
conduct the “hot” material to the thorax or ab- 
domen. This permits the operator to remain at 
a distance of three or four feet from the radiation 
source. 

The radiogold is injected immediately follow- 
ing a thoracentesis or paracentesis through the 
same needle used for these procedures. In the 
case of a “dry” tap which was the case in several 
patients with ovarian carcinoma and _ ascites, 
where fluid had not yet re-accumulated following 
surgery, there may be some apprehension about 
locculation and failure of free movement of the 
Au’? in the peritoneum. This question was 
clarified by one of us (E.C.P.) on several occasions 
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by injecting 1 cc. of lipiodol through the poly- 
ethelene catheter into the abdomen followed by 
20 to 30 cc. of saline. The patient was then 
rotated from side to side to allow circulation of 
this material throughout the peritoneal cavity. A 
roentgenogram was then made (Fig. 1). Since 
this showed satisfactory distribution of the contrast 
medium, the gold colloid was injected with con- 
fidence that it would follow a similar distribution 
pattern. 

After the tubing is withdrawn, the patient is 
instructed to rotate through a routine series of 
positions at short intervals to secure spread of the 
radioactive material throughout the pleural or 
peritoneal space. The combination roentgenogram 
and radioautograph of the chest (Fig. 2) shows 
the type of radiation pattern obtained. 

Regulations of the Atomic Energy Commission 
require that patients treated with radioisotopes be 
hospitalized until the radioactive material has 
“decayed” to thirty millicuries. In the case of 
Au’®® with its 2.7 day half life, this means usually 
four or five days’ hospitalization. Nursing care is 
not complicated in these patients since the radio- 
active material is largely retained in the body. 
Actually, the radiation hazard of tending these 
patients is less than in most radium cases. 

Reactions to the procedure were mild, in our 
experience. Some patients mentioned slight nausea 
during the first two or three days following the 
treatment. In addition to this, a few patients 
had a delayed reaction about three weeks later 
consisting of nausea and vomiting. In two cases 
this required intravenous feedings for several days. 
Occasional diarrhea is also experienced. Since 
these patients are all suffering from a serious dis- 
ease which produces its own symptoms, it is often 
difficult to decide which ones should be attrib- 
uted to the radiogold treatment and which to 
the primary disease. 

It is not uncommon to have fluid re-accumulate 
within two or three weeks of the treatment, ne- 
cessitating an additional tap. ‘This is not an in- 
dication of failure if subsequent taps are rendered 


less frequent or unnecessary. 


Evaluation and Results 


A total of thirty-one patients from the University 
of Minnesota Hospitals and St. Joseph’s Hospital 
in St. Paul were treated for carcinomatous effu- 
sion. There were a total of thirty-three infusions 
in this group, two patients having both peritoneal 
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TABLE I. RESULTS OF TREATMENT OF CARCINO- 
MATOUS EFFUSIONS WITH COLLOIDAL AU? 





Unsuitable 
(Death 
within 


Total Success Failure five weeks) 





Peritoneal Effusions.... 5 3 
Pleural Effusions 6 3 


11 6 








and thoracic treatments. There were fourteen peri- 
toneal and nineteen thoracic infusions. A success- 
ful result was interpreted to mean a decrease in 
the amount of effusion following the treatment 
for a period of at least a couple of months. Pa- 
tients who expired within five weeks of the treat- 
ment were considered unsuitable for classification. 
In excluding such cases, we are following the 
pattern of other writers on the subject.**>* Of 
the fourteen peritoneal effusions treated, there 
were six successes, five failures, and three who 
could not be classified because of death within 
five weeks. In the group of nineteen pleural ef- 
fusions, there were ten successes, six failures, and 
three who were unsuitable for consideration. The 
results are summarized in Table’ I. 

Our experience indicates about 50 per cent 
improvement in patients suffering from carcino- 
matous effusions. This coincides with the results 
reported from several other institutions.***? It 
must be reiterated that this treatment aims only 
at palliation of the effusion and does not alter 
the general course of the disease. Such palliation 
can also be achieved by other agents, such as con- 
ventional external radiation, hormones, and _ ni- 
trogen mustard. 
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Treatment of Cutaneous Scars by Dermabrasion 


Preliminary Report 


T is a well-known fact that acne may be 

followed by pitted scars which have a pro- 
found, deleterious effect upon the personality of 
some patients. Attempts to improve various dis- 
figurements of the skin have been made for 
centuries. Kromayer (1905)? described his “Ro- 
tafionsinstrumente” which consisted of cutaneous 
punches powered by dental motors and applied 
vertically to the skin to remove tatoos, pigmenta- 
tions, scars and other lesions. Later he replaced 
the cylindrical knives with steel burrs and rasps. 
Although he used ethyl chloride as a local an- 
esthetic, Kromayer felt that it was unnecessary 
since it prolonged the operations and pain was 
minimal. Many years later he (1929)? discussed 
the treatment of scars following variola, in which 
the skin between the pits was abraded down to 
their level, using novocaine as a local anesthetic. 

Iverson (1947)% discussed sand paper as an 
abrasive in the treatment of traumatic tatoos of 
the face, utilizing general anesthesia. McEvitt 
(1948)* employed this method in the treatment 
of scars which followed acne vulgaris. The face 
was abraded by hand although motor-driven 
discs were used for the facial contours. 

Kurtin (1953)° discussed motor-driven steel 
brushes as a method of planing the skin, Ethyl 
chloride was employed to harden and anesthetize 
the areas which were treated. Kurtin’s observa- 
tions stimulated much interest since the treatment 
could be done in the office. 

Blau and Rein (1954)* wrote a comprehensive 
article on the subject of dermabrasion. They 
treated 400 patients and questioned. other physi- 
cians who had experience with the procedure. 
It was the consensus, based upon a total of 2,306 
cases, that dermabrasion was of definite value in 
the treatment of scars following acne vulgaris. 


From the Department of Dermatology, Minneapolis 
General Hospital, Carl W. Laymon, M.D., Director; 
and the Division of Dermatology, University of Minne- 
sota, H. E. Michelson, M.D., Director. 
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Wire brushes, driven by a motor, were used by 
Blau and Rein. Sirot and Rein (1956)? con- 
cluded that planing was the treatment of choice 
for scars following acne. They believed that good 
results could be anticipated and were obtained in 
properly selected cases. 


Eller (1954)® reported favorable cosmetic re- 
sults in 200 cases which were treated by rotary 
steel-wire brushes with a velocity of 12,000 r.p.m. 
under refrigeration with ethyl chloride. He men- 
tioned, however, that profuse bleeding tended to 
mask the field of operation, making it difficult 
to obtain a uniform depth of abrasion. He also 
stated that the rotary steel-wire brushes were 
unsatisfactory in the removal of tatoos because the 
pigment collected between the bristles of the 
brushes, making it possible to grind part of the 
pigment back into the tissues. 


Eller (1955)°® discussed the improvements in 
rotary abrasive techniques for removing scars fol- 
lowing acne, and other cosmetic defects such as 
scars following furuncles, variola, and trauma plus 
the removal of tatoos, ‘pigmentations, nevi, kera- 
toses and rhinophyma. He mentioned steel-wire 
brushes, steel burrs, heatless stones and diamond 
and ruby fraises powered by high-speed rotary 
motors. He stated that the recent developments 
in apparatus and techniques, combined with the 
use of newer local anesthetics (Freon derivatives) 
made the method simple and safe. Eller men- 
tioned that complete epithelialization, with no 
visible scar, usually takes place within fourteen 
days after the operation. At that time he pre- 
ferred the method of Schreus!? which was de- 
scribed at a Congress held in Heidelburg (1949). 
Excellent results were obtained with a high-speed 
rotary abrasive appartus which Schreus had de- 
signed, having a velocity of 30,000 r.p.m., and 
utilizing stone grinders of various sizes and a 
protective sleeve to prevent spattering of the 
ground tissues. Eller preferred heatless stones in 
the treatment of tatoos because they remained 
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clean during the operation and were easier to 
guide, permitting the operator to see the skin 
planed away layer by layer. He used the Schreus 
high-speed apparatus with heatless stones, steel 
burrs and diamond and ruby fraises in hundreds 
of cases with “most satisfactory results.” In many 
of his cases he used procaine-Cobfrin local an- 
esthesia and thought that it was not necessary to 
harden the skin by freezing. He believed that 
procaine anesthesia was advantageous because the 
field was always visible and not disguised as it 
was by freezing. In the average case of scars 


following acne, abrasion (utilizing the Schreus 
apparatus with stone grinders) produced a satis- 


factory result. In patients having more severe 
and deeper scars, a second and even a third der- 
mabrasion was necessary at intervals of approxim- 
ately six months. 

The use of ethyl chloride as a refrigerant was 
hazardous because it was inflammable, explosive, 
irritating to the skin, and a potentially dangerous 
anesthetic by inhalation. 
blower was required when ethyl chloride was 
employed. The Freon derivatives, Freon mixture 
(Freon 114 with another derivative added) and 
Freon 114 (dichlorotetrafluoroethane), are non- 
combustible, nonexplosive, nontoxic, nonirritating, 
have very little odor, and no general anesthetic 
properties. Freon is sprayed on the skin in the 
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same manner as ethyl chloride and no blower 
is required. Since Freon has been used as a local 
anesthetic, Eller 71 prefers serrated steel wheels 
driven by a dental motor (12,000 r.p.m.) to any 
of the other instruments. The planing method, 
while employing the same basic principle of 
abrasion by sand paper, constitutes an improve- 
ment since it eliminates the risk of the develop- 
ment of silica-granuloma. 


Technique of Dermabrasion 


It is important that the patient has a clear 
concept of dermabrasion. Following inquiry con- 
cerning the procedure, he is given a short, de- 
scriptive outline; and subsequently any questions 
are answered which may arise. Preoperative 
Pictures are taken of all patients so that the 
scars can be clearly recorded for future compari- 
son with the postoperative appearance of the 
skin. Demerol (50 to 100 mg.) may be used 
as a preoperative sedative although it is not ab- 
solutely necessary. 

Prior to the abrasion, the face is thoroughly 
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cleansed and ice packs are applied for a period 
of 20 to 30 minutes. They consist of plastic 
bags containing a 5 per cent solution of propylene 
glycol and are applied to the face in order to 
minimize the shock of freezing with Freon. The 
scalp and the ears are covered with a towel and 
vaseline is applied to the eyelids and lips. Pledgets 
of cotton may be placed in the nostrils. 

The area which is to be treated is outlined by 
gauze squares and frozen with a spray of Freon. 
The gauze is removed and the area is treated. 
The serrated steel wheel revolves clockwise and 
the handle is moved in short strokes up and 
down or with a circular motion until the entire 
area has been abraded to the proper depth. 
Hubler’ suggested the use of a 1 per cent solu- 
tion of gentian violet for purposes of delineation. 
We have found that this is unnecessary. After 
the initial area has been treated, other involved 
areas are similarly frozen and abraded. 

Following dermabrasion, dry gauze squares are 
used to control oozing from the skin which has 
been treated. When the latter are removed, 
Telfa (Bauer & Black), nonadherent, sterile strips 
are applied as suggested by LeVan'*. These 
dressings are most advantageous because they are 
nonadherent. Following the application of Telfa 
dressings, gauze squares are applied and a 5-inch 
stockinette is drawn over the head to hold the 
dressing in place. For the eyes and mouth holes 
are cut in the stockinette, which is knotted under 
the chin and on the crown to prevent slipping. 

The patients are advised to sleep on two or 
three pillows during the first night in an attempt 
to minimize edema. We use no topical applica- 
tion of antibiotic ointments and instruct our 
patients to return daily for dressings. Others, how- 
ever, do not examine their patients until four 
weeks following the procedure. 


Comment 


As a rule, dermabrasion produces only moderate 
discomfort, although some patients experience a 
burning sensation. Occasionally there is alarm 
when the bandages are removed because the 
erythematous, edematous skin is covered with dry, 
bloody crusts. The latter fall within a period 
of seven to ten days. After the second week, 
patients usually return to their normal activities, 
although some individuals prefer to remain home 
a few more days because of the erythema. In 
most cases the edges of the scars began to recede 
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by the fourth week and the maximum improve- 
ment occurs within six months. 

The results from treatment depend upon the 
depth and shape of the scars. Superficial, flat 
ones respond better than the deep, pitted, “ice- 
pick” scars or wide, flat, confluent ones which 
produce an undulating appearance of the skin. 
Unfortunately, the latter occur frequently and 
produce the most severe cosmetic defects. The 
results are rarely dramatic, although the majority 
of patients are pleased with the improvement in 
their appearance. The treatment may be re- 
peated four to six months later if indicated. The 
presence of a few acne lesions does not interfere 
with dermabrasion. 

Complications are occasionally observed. Impe- 
tigo may develop soon after the procedure. More 
often milia appear several weeks later. Rarely, 
post-operative erythema persists for several months 
instead of for the usual three or four weeks. 
This may be due to premature or excessive ex- 
posure to sunlight or to vigorous cleansing. In 
some cases hyperpigmentation at the edges of the 
abraded areas, or mottling persists for a while. 
The appearance of eczematous patches has been 
noted; and, rarely, keloids have developed. 

The procedure to flatten scars is a cosmetic 
one, hence patients should be carefully selected. 
A perfect result should not be expected, although 
most observers agree that dermabrasion is the 
best treatment for the improvement of scars 
following acne vulgaris. Superficial, flat scars 
usually respond best to treatment, although other 
types are benefited in various degrees. We have 
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obtained gratifying results, using serrated sicel 
wheels in the abrasion treatment of scars follow- 
ing acne vulgaris of the face, rhinophyma, mul- 
tiple seborrheic keratoses of the trunk, multiple 
superficial epitheliomas, and tatoos. Epidermal 
regeneration occurs more readily and completely 
on the face than other parts of the body because 
of the large number of philosebaceous follicles and 
sweat glands. 
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Chronic Lower Lip Lesions 


Treatment by the “Lip-shave” Operation 


a vermilion margin of the lower lip is sub- 
ject to many types of lesions, acute or chronic, 
benign or malignant. The majority of lesions of 
the lip heal with conservative treatment, using 
bland ointments and by protecting the lip from the 
elements. A few, however, remain chronic and 





resistant to all types of conservative treatment. 
It is this group that requires a more vigorous ap- 
proach to the problem, for many, unless treated 
surgically, will fail to heal and go on to more 
serious degeneration. 

Most surgeons who have used the “lip-shave” 
operation in the treatment of this type of lip prob- 
lem are generally satisfied with the results at- 
tained and, invariably, wonder why this procedure 
does not enjoy more general usage. 

The vermilion margin of the lower lip, or red 





| area, is a very interesting area. It represents the 
junction of the skin epithelium with the epithe- 
lium of the oral cavity. It is made up of mucous 
membrane somewhat similar to that which lines 
the oral cavity although its germinal layer is not 
quite so well developed. In the oral cavity, how- 
ever, the mucous membrane enjoys a moist en- 
vironment. On the vermilion margin, except when 
wetted by the tongue, it is in a dry type of en- 
vironment similar to that in which the skin exists. 
The vermilion margin normally in man is not 
cornified. The epithelium is considerably thick- 
ened in the infant to enhance the function of 
sucking, but this thickening disappears later. 

The presence of cornification, then, is abnormal 
and apparently develops as a degenerative process 
on the lip secondary to irritating processes to 
which it is susceptible. When cornification appears 
on the lip, it is usually white and in the form of 
leukoplakia. This cornification of leukoplakia dif- 
fers slightly from the normal skin cornification in 
that it usually has what the dermatologists refer 
to as “‘parakeratosis,” or persistence of the nuclei 
of the germinal layers in distorted forms out to the 
outermost layers of cells. 


__ 


Presented before the Minneapolis Surgical Society, 
January 6, 1955. 
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Certain people are more prone to develop cor- 
nification and other chronic lesions of the lip, par- 
ticularly farmers and other patients who are ex- 
posed to wind and sun. Red-haired, fair-skinned 
individuals also seem more prone to develop these 
lesions. The factor of pipe-smoking may be de- 
batable, although it is often accused of being an 
etiological agent. Cracking of the lower lip with 
the development of chronic fissures and nonspecific 
inflammation may lead to the habit of stroking the 
crack with the teeth or tongue, further irritating 
it, and with further irritation there is more tend- 
ency to irritate it; and a vicious cycle develops. 
It may be impossible to break this cycle until the 
fissure is removed. 

There are also other nonspecific types of de- 
generation of the lower lip which, if they do not 
heal, can be treated by using the “lip-shave” opera- 
tion. Carcinoma in situ and low-grade carcinomas 
which are very superficial may also be treated by 
this method. No one can say that a given area of 
leukoplakia is going to break down and become 
malignant, but when malignancy of the lip is seen, 
it is not uncommon to find it preceded by or 
associated with leukoplakia. About one-fourth of 
them are associated with leukoplakia in some re- 
ported series. It, therefore, seems wise to treat this 
condition, which we label as “pre-malignant,” 
before the serious changes occur. 

Most carcinomas of the lower lip develop in the 
portion of the vermilion border which lies anterior 
to the line of contact between the upper and 
lower lips. Also, they usually occur at a point 
approximately midway between the midline and 
the buccal commissure. Degenerations in these 
areas, then, should cause one to become even more 
alert to potential malignancy and suggest treat- 
ment with as little delay as possible. 

The skin surface of the lower lip has sebaceous 
glands and hair follicles. On the vermilion portion 
of the lip these are absent. The submucosa in this 
area contains thinner collagenous and elastic fibers 
than are under the skin and has a somewhat looser 
arrangement of these fibers. There is a liberal vas- 
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cular supply and a labial artery fairly close to 
the upper border. Along the posterior surface 
there are small clumps of mucous glands in the 
submucosa. The central portion is made up of 
muscle fibers. 
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Fig. 1. 


The term “lip-shave” may not be as scientifically 
accurate as one would like, but it is descriptive 
and does enjoy a rather general usage. 

The first step in the operation is to mark with 
a dye or marking pencil an outline of the area 
which is to be resected. The anterior mark is 
placed along the junction of the skin with the 
mucous membrane, and the posterior mark is out- 
lined so as to include the involved areas and may 
be as wide as 1.5 centimeters at its mid-portion. 
Following this, the lip is injected with 1 per ,cent 
procaine supplemented with adrenalin for hemo- 
stasis and longer duration of anesthesia. Incisions 
are then carefully made along the lines which have 
been outlined, removing as deeply as is necessary 
(Fig. 1b). Following this, the mucous membrane 
inside the lip is carefully undermined enough so 
that it can be drawn out to meet the skin margin 
without much tension (Fig. Ic). 

The skin surface is not undermined because 
this would allow the hair-bearing skin to be pulled 
upward and posteriorly, and later the beard would 
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grow and irritate the upper lip. All exposed mu- 
cous glands are carefully removed in order that 
they may not form mucous cysts later on due to 
interference with their ducts. After careful he:o- 
stasis is established, the internal mucous mem- 





Fig. 2. 


brane is brought forward and sutured to the skin 
margin, using 000 or 0000 interrupted silk sutures 
(Fig. 1d). The lip may then be coated with petro- 
latum and left exposed to the air, and petrolatum 
applications as necessary during the healing period 
will keep the mucous membrane of the lip from 
drying out and scaling uncomfortably. The su- 
tures are removed on the fourth and fifth post- 
operative days. 

The usual healing of this operatign leaves a scar 
along the mucocutaneous junction which becomes 
quite inconspicuous after a few months. The final 
photograph (Fig. 2) shows a representative post- 
operative result following a “lip-shave” operation. 

The patient will have some sensitivity to cold 
weather for the first year, and he may complain 
that the lip does not feel quite natural for the first 
six months; but this, too, becomes less evident 
with time. A little reassurance will allay the pa- 
tient’s concern. 

In conclusion, the “lip-shave” operation is a 
good procedure for the treatment of chronic lip 
problems that do not yield to more conservative 
management, and as it becomes more generally 
known, it may enjoy more usage. 


Reference 


1. New, G. B., and Figi, F. A.: Repair of postopera- 
tive defects involving the lips and cheeks secondary 
to the removal of malignant tumors. Surg., Gynec. 
& Obst., 62:182-190 (Feb.) 1936. 
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Children and Farm Accidents 


A FARM is a hazardous place on which to 

live. To the ordinary risks of home life is 
added the opportunity for close contact with such 
things as animals, machinery, tractors, ponds, 
streams, sharp implements, barbed wire and open 
and unprotected hay chutes. These hazards are 
as real for children as they are for adults. 

A recent study? we made of childhood accidents 
in Rochester and Olmsted County disclosed that 
one third of the children brought to the hospital 
emergency room because of accidents were in- 
jured in rural areas and that such children were, 
in general, hurt more seriously than were those 
whose accidents were sustained in town. This 
study included 429 rural children who were 
brought to the emergency room because of ac- 
cidents; 188 of them were injured to such a 
severe degree that they were admitted to the 
hospital. 

The injuries sustained by these 429. children 
are summarized in Table I.’ The principal causes 
of the accidents are listed in Table II. The most 
frequent cause was unsupervised activity (19 per 
cent), although accidents in and around the 
house (15 per cent), those caused by foreign 
bodies (16 per cent) and those caused by motor 
vehicles (14 per cent) also were important 
numerically. Boys sustained nearly twice as many 
accidents as did girls. More than half of the 
accidents (261) involved children between the 
ages of two and ten years, and more than a 
third of the total (155) involved children between 
the ages of two and five. Children in this latter 
age group have been found to be particularly 
susceptible to accidents, whether they live on a 
farm or in town.? 

Few children in this group were injured fatally. 
Many children, however, were hospitalized for 


Dr. Logan is from the Section of Pediatrics, and Dr. 
Smid is a Fellow in Pediatrics, Mayo Foundation and 
Mayo Clinic. 
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weeks and were disabled for even longer periods. 
The average stay in the hospital was fourteen 
days, and the average duration of disability was 
sixty days. Certain types of accidents caused 
greater disability than did others; children who 
were burned averaged 127 days of disability, 
whereas those who had accidents with machinery 
were disabled for eighty-five days and those who 
had accidents caused by motor vehicles were dis- 
abled for eighty-one days. 

One farm practice that leads to accidents is 
taking a child on the tractor as a passenger. This 
is sometimes done when the tractor is being used 
to pull a plow, cultivator or manure spreader in 
the field. Under such circumstances, the child 
passenger often has fallen off and been seriously 
injured. The following cases are examples of 
such injuries: 

A nine-year-old boy was riding on a tractor with his 
uncle. The tractor overturned and pinned the patient 
beneath it. He sustained a laceration of the skin and 
first-degree and second-degree burns of the left arm 
and thorax. 

A ten-year-old boy fell off a manure spreader. He 
suffered a depressed skull fracture that necessitated later 
repair by means of a tantalum plate. 

A ‘four-year-old boy fell from a wagon on which 
he was riding behind a corn picker and his head was 
run over by the front wheel of the wagon. He suffered 
cerebral concussion and for a time had a left lateral 
oculomotor palsy. He was extremely fortunate not to 
have sustained more serious injury. 

An eleven-year-old boy was riding on a tractor that 
turned over and fell on him. He sustained a fractured 
rib and a fractured pelvis. 


Boys of ten to twelve years of age often are 
allowed or compelled to drive tractors without 
aid. Such practice is defended on the ground 
of economic necessity. Children of this age are 
not permitted to drive cars; neither should they 
be permitted to drive tractors. Several years ago 
we had as a patient an eleven-year-old boy who 
had epilepsy and yet was compelled to do tractor 


plowing by his father. An instance of a boy 
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TABLE I. TYPES OF INJURIES IN 429 RURAL 
CHILDREN 





Injury Patients Percent Boys Girls 








Lacerations 141 28.8 94 47 
Fractures and dislocations 22.3 70 39 
Contusions 63 12.9 36 27 
Head injury .... 46 9.4 31 15 
Abrasions 35 7.2 21 14 
Poisoning 30 6.1 18 12 
Burns 22 4.5 13 9 
Aspiration or ingestion 25 Ae | 17 
Sprains 4 0.9 3 
Crush injury .... 11 2.2 10 
Gunshot 0.4 1 
IME EMID  ssccss casein bcs cvdsccqertenzavarse ce 0.2 1 

















489* 100.0 315 174 





*Some children had more than one type of injury in a single 
accident. 


being allowed to run a tractor prematurely fol- 
lows: 


A ten-year-old boy was driving a tractor and in 
doing so tipped it over. He sustained a fracture dis- 
location of the third and fourth cervical vertebrae and 
was disabled for many months. 


Threshing operations may result in serious ac- 
cidents. One of the fatal accidents in 1954 was 
caused in this way. 


A twelve-year-old boy was working with a threshing 
crew at his farm home. A wagon tongue in some way 
struck the boy in the thorax. He was dead on arrival 
at the hospital. Necropsy was not ordered by the 
coroner at the insistence of the family, so the exact 
cause of death could not be determined. 


Barns with open hay chutes are dangerous 
places in which to play, as are silos and grain 
elevators. 


A six-year-old boy was chasing pigeons on a silo, 
He fell off, sustaining fractures of the distal third of 
both forearms, a contusion of the head and a cut lip. 

A seven-year-old boy fell 15 feet from a grain 
elevator. He sustained a skull fracture in the left 
parietal region but gave no apparent evidence of intra- 
cranial injury. 

A twelve-year-old boy slipped or fell 8 feet to a 
cement floor while playing in a hayloft. He sustained 
a concussion and had bleeding from one ear. Evidence 
of a skull fracture or an intracranial lesion was not 
found. 

A thirteen-year-old girl fell 20 feet down a hay 
chute. She landed on her right side on the concrete 
floor, sustaining a fracture of the third lumbar vertebra. 


Pitchforks are necessary implements on a farm, 
but they can cause injury when not properly used. 
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TABLE II. PRINCIPAL CAUSES OF RURAL ACCIDENTS 





ina =e outdoor activities 
alls 


Miscellaneous 
ee indoor activities 
alls* 


Miscellaneous 
Foreign bodies 
Penetrating ; 
Aspiration or ingestion 
Self-introduced 
Motor vehicle+ 
Supervised activities 
alls 
Miscellaneous 


Poisoning 
Machinery 
Burns 
Firearms 
Suffocation 
Miscellaneous 
Doors and windows 
Animals 
Foreign objects 





*Includes falls from porch. 
tIncludes all types whether a pedestrian or passenger. Excludes 
doors and windows. 


A nine-year-old girl was walking backward in the 
farmyard while leading a horse. She stepped on the 
tine of a rusty pitchfork that was lying on the ground, 
The wound was cleaned and tetanus toxoid and penicil- 
lin were administered. Complications of the accident 
did not develop. 

A three-year-old boy was struck in the right eye by 
the tine of a pitchfork.- He sustained a laceration of 
the lid and of the cornea. Fortunately, he did not 
lose the sight of the eye nor did sympathetic ophthalmia 
develop. 


“Flying” foreign bodies may be a farm hazard 
when machinery is being repaired. © 


A seven-year-old boy was standing near a tractor that 
was being repaired. A piece of steel was knocked 
loose and struck the patient in the right eye, causing 
a severe penetrating lesion. Although the foreign body 
was removed successfully, severe panophthalmitis de- 
veloped and the right eye had to be enucleated. 


The ingestion or aspiration of such foreign 
bodies as coins, buttons, pins, peanuts and vege- 
table matter is encountered among farm children 
as well as among city children. Accidents involv- 
ing certain foreign bodies peculiar to farm living 
are illustrated in the following two cases: 


A two-year-old boy was helping his mother feed 
chickens. He apparently put some of the corn feed 
in his mouth. He suddenly began to cough and gag 
and then became severely dyspneic. A whole kernel 
of corn was removed from the trachea. It had ob- 
structed the airway almost completely and was de- 
livered with some difficulty through the vocal cords. 
Recovery was uncomplicated. 

A four-year-old boy was playing with a cowbell. He 
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disengaged the lead clapper and swallowed it. Because 
of the resulting dysphagia, he was brought to the hos- 
pital. Roentgenologic study disclosed the foreign body 
to be in the esophagus at the level of the second thoracic 
vertebra. As preparations were being made to remove 
it by endoscopic means, the boy expelled it spontane- 
ously. He made a prompt recovery. 


Poisons constitute a menace to children not 
only from toxic symptoms but also in some in- 
stances from their corrosive action, Farm chil- 
dren appear to have more ready access to lye, 
hydrochloric acid and fuel oil than do children 
living in town, except those from low-income 
families? It is essential that any potentially 
poisonous substance and all medicines be kept in 
a locked closet. Simply putting these things out 
of ordinary reach is not enough, for many small 
children are expert climbers. Ant and rodent 
poisons should be used only where and when 
children cannot get into the material after it 
has been spread out. 


A two-year-old girl was found eating an ant paste 
containing 2.3 per cent sodium arsenate that her 
mother had spread on a paper and then placed on 
the floor. She was treated with BAL and made a good 
recovery. 

A one-and-one-half-year-old girl found some concen- 
trated hydrochloric acid used on the farm in soldering. 
She sustained not only severe burns of the esophagus 
but sufficient burns of the throat, causing edema of the 
pharynx, that the airway was occluded, necessitating 
tracheotomy. Subsequently, a program of esophageal 
dilation was required. 


A child having a burn of any degree of severity 
poses a serious acute emergency problem. Burned 
children usually require long periods of hospital 


care, frequently need plastic correctional surgery 
and may be permanently disabled or disfigured. 
It is well recognized that playing with matches 
and starting fires with gasoline or similar fuel 
are to be avoided by children, yet burns from 
such activities still occur. 


A five-year-old girl was playing with matches to- 


' gether with a friend. Her blouse caught fire and she 


sustained burns of first, second and third degrees on 
the right side of the thorax and face and the right 
arm. She was hospitalized for thirty days. Skin 
grafting was necessary and roentgen therapy for keloid 
formation ultimately had to be carried out. She still 
had some disability sixteen months after injury. 

A four-year-old boy was playing on top of a strawstack 
when his older brother set fire to the stack. The child 
became frightened and would not come down. He 
finally rolled down through the flames, sustaining 
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second-degree burns of the left buttock and knee and 
a first-degree burn of the left thigh. He was hospital- 
ized for eight days and released from medical care in 
thirty days. 

A twelve-year-old boy was using gasoline to light 
a fire in a stove. An explosion resulted in which the 
patient sustained facial burns of first, second and third 
degrees. Skin grafting was ultimately necessary. He 
was under medical care for two and one-half months. 


Comment 


Tractors and field machinery, barns, pitchforks, 
repair work, animal feeds, caustic and poisonous 
substances and fire are important etiologic factors 
in farm accidents among children. Ponds, water- 
ing tanks and streams may be sites of drowning 
accidents.‘ Only by knowing the causes and po- 
tential causes can those who are interested in 
safety continue to improve an accident-prevention 
program among rural citizens. It was encourag- 
ing in this regard to note the emphasis on farm 
safety in the 4-H Club exhibits at the Olmsted 
County Fair this past year. 

This interest in farm safety has been the result 
of the work of Mr. Glenn Prickett, of the Exten- 
sion Division of the School of Agriculture of the 
University of Minnesota. His work throughout 
the state with 4-H clubs, Future Farmers and 
other farm groups is to be highly commended. 

“Safety vaccine” is the name given to the pro- 
gram of safety education.’ So far, no one has 
found a better prophylactic program for accidents. 
Its importance has been stressed by including it 
in the table of immunization published jointly by 
the Minnesota State Medical Association and the 
State Board of Health. Those physicians whose 
practice is among the fine rural people in Minne- 
sota have a definite responsibility for the proper 
administration of such “safety vaccine” to these 


people. 
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Activities of the Sears, Roebuck Foundation 


HE Sears, Roebuck Foundation was organ- 
ized in 1923 and reorganized in its present 

form in 1941 as a nonprofit venture to develop 
and assist projects all over the country which lead 
to improved communities and improved economic 
and professional opportunities. These projects are 
varied, yet most of them represent an investment 
in individual incentive and an investment in the 
ability and willingness of the American citizen to 
improve his standard of living and to better his 
way of life, if given opportunity and encourage- 
ment. 

The Foundation is guided by four simple axi- 
oms: 

1. Help does the most good where it is most needed. 

2. The people whom it is easiest to help are those 
who have a sincere desire to help themselves. 

3. Help makes the most sense where a small outlay 
is likely to bring the largest improvement. 

4. Money is most advantageously spent on projects 
which can run themselves, once they have been started 
with adequate support. 


Previous Endeavors 


In the years since the establishment of the 
foundation, 15,000 youngsters have been assisted 
through college; many 4-H Clubs have been 
helped by the giving of prizes to members, and 
slum clearance has been carried on to a wide 
extent. 

A program for the employment of the physical- 
ly handicapped has been given wide recognition. 
Three questions might come to mind: (1) Why 
employ the handicapped? (2) What has been 
industry’s experience with the handicapped? (3) 
What has been the policy as to employment of 
the handicapped? Space does not permit exten- 
sive consideration of these questions, but it can 
be said that they have been largely answered by 
the magnificent effort of the Sears, Roebuck 
Foundation. 


From the Section of Medicine, Mayo Clinic and 
Mayo Foundation. 

Read at the North Central States Medical Confer- 
ence, Saint Paul, Minnesota, November 20, 1955. 

Dr. Bargen is a member of the Advisory Board, the 
Sears, Roebuck Foundation. 
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There are in the United States more than 2.. 
000,000 handicapped persons who are not in the 
labor market today but who are employable or 
would be employable, with the proper training. 
Each year this number is increased by more than 
250,000 as the result of accidents, illness and in- 
juries. Unless these people can be productively 
employed, so that they can support themselves and 
their families, their care will impose a great tax 
burden upon all of- us, and lower the nation’s 
productivity and purchasing power. Attention to 
this problem has been a very important activity 
of the Sears, Roebuck Foundation. 


Merit Scholarships 


More recently, the Sears, Roebuck Foundation 
has instituted a group of merit scholarships, It 
will grant 100 four-year Sears, Roebuck Founda- 
tion merit scholarships to outstanding high-school 
seniors who plan to enter college at the beginning 
of the 1956-1957 school year. It is expected that 
100 additional four-year scholarships will be 
granted each year thereafter. 

Recipients of Sears, Roebuck Foundation merit 
scholarships will be chosen through a nation-wide 
talent search, conducted by the National Merit 
Scholarship Corporation, for high-school seniors 
who can best profit from a college education. 

Preference will be given to candidates who ap- 
pear to possess attributes of leadership and capaci- 
ty likely to lead them toward careers in, or related 
to, business and industry. Candidates of course al- 
so must be those who, should they take up such 
careers, would be likely to succeed in them. 

Preference likewise will be given to candidates 
who plan to enroll in private, four-year, under- 
graduate, liberal arts colleges of high educational 
standing. Examples would be institutions of the 
type generally comprising the membership of state 
or regional college fund-raising associations. 

Scholarships will be awarded solely on merit 
and without reference to financial need. 

The amount of the student’s stipend will be 
graduated according to his needs. Stipends will 
range from a token payment of $100 per year for 
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students not requiring financial assistance to full 
payment of room, board and tuition when this 
degree of support is required. 

The student thus assisted assumes a moral ob- 
ligation to contribute to the financial support of 
his college after graduation, in recognition not 
only of the help he has received but of his special 
obligation as a citizen of superior ability. 

In recognition of the fact that tuition covers 
only part of the cost of educating the student, 
colleges attended by winning scholars will receive 
supplemental “‘cost-of-education” grants equal to 
tuition (except that tuition plus supplement may 
not exceed $1,500 per year). 

It is estimated that the average cost of each 
scholarship will be approximately $1,500 per year, 
or $6,000 for the four years. It is further estimated 
that of the $6,000, about $2,500 will go to the 
college as a supplemental grant and about $3,500 
to the student ($2,500 for tuition and $1,000 for 


other expenses) . 


Medical Practice Units 


This summer the Sears, Roebuck Foundation 
inaugurated a plan of assistance to physicians in- 
volving the establishment of medical practice units. 
This is the problem in which we as physicians are 
most interested. 

In effect, under the plan in question, the prac- 
ticing physician, in making his medical skills and 
counsels available, becomes a medical practice 
unit. 

Such a physician may choose to practice indi- 
vidually, as a self-sustained medical practice unit 
of one, or he may prefer an arrangement with 
other autonomous practitioners which would pro- 
vide for common occupancy of a building, sharing 
of such space as waiting rooms and examining 
rooms, and sharing of office and medical equip- 
ment. Services of personnel, such as nurses, re- 
ceptionists, technicians and, perhaps, a medical 
assistant, also might be shared through this ar- 


- Tangement. 


Still another possibility is that the physician 
may legally merge a degree of his own autonomy, 
so to speak, with that of other physicians. 

Whatever arrangement is chosen, it is essential 
that the physicians have an adequate and con- 
venient base from which to serve their patients 


best. 


The days in which a physician could practice 
medicine from his little black bag and perform 
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operations on a kitchen table have long since 
passed, Today, the demands of modern medical 
practice require that physicians have access to 
good medical facilities, meaning offices in which 
the patient may receive the benefits of modern 
diagnostic techniques. 

Modern medical facilities enhance the potential 
services of each physician by providing him with 
a functional workshop in which to practice his 
profession. 

The many diagnostic tools of modern medicine 
call for a well-designed and functional medical 
office or unit. Mistakes in planning are costly, not 
only in terms of misspent money, but also in terms 
of lost time and resultant inefficiency. A physician 
who conducts his practice from a physical setup 
designed to meet his own and the community’s 
needs can provide better medical service to his 
patients, since he can make the best use of his 
own time and facilities, 

The American Medical Association is happy to 
co-operate with the Sears, Roebuck Foundation 
in making available the brochure, A Planning 
Guide for Establishing Medical Practice Units. 
Within its pages are practical suggestions on all 
phases of planning, from selection of a site through 
actual construction or renovation, arrangement of 
equipment and management. 

The information in this brochure will be useful 
to physicians in setting up practices. It will be 
particularly valuable to those who are expanding 
their practices or who are combining forces with 
other physicians to develop a single modern medi- 
cal facility. It answers such important questions 
as: Shall I build or remodel? Shall I rent space 
or buy? What factors should be considered in plan- 
ning a medical unit? How much space do I need? 
The emphasis is on development of a well-planned, 
flexible arrangement that will permit expansion, 
rather than on development of an elaborate facili- 
ty. 

The booklet also will be of interest to community 
leaders who are planning medical units in order 
to attract physicians to their areas. 

This practical planning guide, edited by the 
American Medical Association, has been pub- 
lished through a grant made by the Sears, Roe- 
buck Foundation. Copies are being made avail- 
able to members of the American Medical Asso- 
ciation upon requests placed through their city, 
county or state medical societies. 

The technical information in this planning 
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TABLE I. SEARS, ROEBUCK FOUNDATION: 


PROJECTION* OF INCOME FROM REVOLVING FUND AND 


NUMBER OF MEDICAL PRACTICE UNITS ESTABLISHED 








Income of Revolving Fund 


New Units Established Cumulative Units Established 





Pledge 
Payments 


Interest 
Payments 


i] 
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Repayment 
of Principal 
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Repay- Sears 
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1,250,000 5,108,900 1,131,000 














8,860,900 


























*As of July 29, 1955. 


guide has been prepared by the Foundation for 
Research and Development in Health Activities, 
and represents years of experience of the staff of 
the foundation in the field of medical-facility 
planning. 


Mechanics of the Medical Practice Units Plan 


The first meeting of the officials of the Sears, 
Roebuck Foundation and Sears, Roebuck and 
Company with the Medical Advisory Board was 
held on August 19, 1955. 

It was stressed by Mr. Theodore V. Houser, 
chairman of the board of directors of Sears, Roe- 
buck and Company, that the foundation’s role 
is to give continuity of financial support to worth- 
while programs. 

Mr. Houser expressed his appreciation for the 
interest and co-operation of the American Medical 
Association and the members of the Medical Ad- 
visory Board, and assured them of the desire of 
Sears, Roebuck and Company to develop a con- 
sistent and continuing program. 

Dr. Gunnar Gundersen expressed, on behalf of 
the American Medical Association, appreciation 
for the approach of Sears, Roebuck and Company 
to the problem, and said that the American Medi- 
cal Association is looking forward with great con- 
fidence to the future of the project. 

Dr. E. S. Hamilton pointed out that attendance 
at the meeting furnished concrete evidence of the 
interest of the American Medical Association in 
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the project. He said that although there had been 
a rather widespread recognition of the problem, 
Sears, Roebuck and Company was the first or- 
ganization to indicate a willingness to put up the 
funds required to work toward a solution. He said 
he felt that he could speak for the Board of Trus- 


tees and the medical profession as a whole in ex- 
pressing his appreciation for the opportunity to 
work with an organization which evidently con- 
templates the current problem in the same way 
the American Medical Association. does, 

Dr. F. J. L. Blasingame «called the meeting of 
the Medical Advisory Board to order. He pointed 
out that the American Medical Association has 
been organized and active in the health field for 
more than 107 years. He discussed the present or- 
ganization of the American Medical Association, 
and stated that the actions of this group reflect 
professional opinion at the grass-roots level. Dr. 
Blasingamie said that the philosophy and objec- 
tives of the Sears, Roebuck Foundation coin- 
cide closely with those of the American Medical 
Association in that both recognize that the prob- 
lem is to give intelligently without damaging the 
recipient. He pointed out that assistance is neces- 
sary to establish a better distribution of medical 
manpower, and that the purpose of the Medical 
Advisory Board is to clarify the details of the plan 
and offer professional opinion on the soundness 
of projects as they are presented. 

Mr. James C. Worthy then described the de- 
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tails of the medical assistance plan, emphasizing 
the role of the Medical Advisory Board in the 
evaluation of applicants, facilities and the medical 
needs of communities. 


Mr. Ross Garrett explained briefly the proce- 
dure for processing applications: 


1. The application will be sent to a territorial office 
of the Sears, Roebuck Foundation, c/o D/703. 

2. The territorial offices will transmit the application 
to the Chicago office of the Sears, Roebuck Foundation, 
where it will be numbered in order of receipt. 

3. A copy of the application, with supporting mate- 
rial, will be forwarded to the appropriate members of the 
Medical Advisory Board. 

4, The final decision will be made by the Medical 
Advisory Board as a whole, which will also establish the 
priority of grants to be made. 

5. When applications must be denied, this action 
will be taken in the name of the Medical Advisory 
Board as a whole. 

6. After an application has received the favorable 
action of the Medical Advisory Board, it will be for- 
warded to the Board of Directors of the Sears, Roebuck 
Foundation, who will appropriate the requested grant up 
to the limits established. 

7. Disbursement of funds will be handled by the 
Sears Community State Bank. 


General Considerations 


Unsecured ten-year loans of up to $25,000 each 
will be offered to physicians who are seeking to 
establish practices but who are unable to obtain 
adequate financing locally, the Sears, Roebuck 
Foundation has announced, 


At least one loan in each of five regions across 
the United States will be granted in 1955, from 
an original $125,000 Sears, Roebuck Foundation 
grant, 


The plan of assistance is being launched by the 
Sears, Roebuck Foundation in co-operation with 
the American Medical Association as an “invest- 
ment in individual incentive.” The foundation 
called it a “modest and practical plan” to “further 
improve America’s leadership in providing medical 
attention.” 

“This is a plan aimed at creating the financial 
and managerial conditions best designed to satisfy 
the medical needs of the American people, the 
professional and economic needs of the American 
physician and the principles of free, voluntary and 
unregimented practice of medicine in which the 
physician is beholden to no ‘boss’ other than his 
Professional ethics and his professional compe- 
tence,” the foundation said. 
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The plan is designed to be self-expanding, with 
all repayments to be used for further grants. 
Thus, every grant made will help to establish 
still another medical practice where it is needed. 

The foundation said that young physicians, al- 
though they may have both skill and knowledge, 
often lack two essentials: capital and _ business 
“know-how.” The plan is intended to fill this . 
gap with long-term, low-cost assistance. Recipients 
of grants will make tax-free contributions to the 
foundation instead of paying interest. As has been 
indicated, these contributions and the repaid loans 
will be used to establish more medical practice 
units, Several features are included to encourage 
early repayment, thus making more grants pos- 
sible. 

Applications for grants will be screened by a 
medical advisory board, members of which have 
been appointed on the basis of nominations by 
the Board of Trustees of the American Medical 
Association. Applicants will be considered on the 
basis of need for assistance, expected use of it, 
and the effort and thought manifested by the 
applicant in the understanding and solution of his 
own problems. ’ 

Each applicant must provide information about 
the town or area in which he seeks to practice, 
indicating the need for medical care, medical re- 
sources already available, the possible reasons for 
the anticipated success of a new medical practice, 
and the benefits expected to accrue therefrom to 
the community. He also must outline his plan 
of action and his previous efforts at local financ- 
ing, and provide evidence of his initiative. An 
important consideration in choosing the first five 
participants will be their ability to serve as their 
regional “models.” 

Physician-placement offices of state medical so- 
cieties will play a major role in starting the 
program. The Sears, Roebuck Foundation pointed 
out that the plan is experimental, and that con- 
tinuation of it after 1955 will depend on the re- 
ception and support given it by the medical pro- 
fession. However, it is said that annual contribu- 
tions are expected to continue for some years. 

Applications must be sent to the office of the 
Sears, Roebuck Foundation in the region in which 
the proposed medical practice is to be established. 
Applications should be addressed to the Director, 
Sears, Roebuck Foundation, at one of its five 


locations. 
(Continued on Page 558) 





Case Presentations 


Primary Adenocarcinoma of the Appendix 
Associated with a “Krukenberg Tumor” 


ommaenapiel adenocarcinoma of the appendix is 
considered to be a rare tumor.’*® Relatively 
few of these appendiceal lesions have been as- 
sociated with metastases.1*1°-12 To date, we have 
been unable to find a single report of a primary 
carcinoma of the appendix associated with a “Kru- 
kenberg” type of metastases in the ovary which 
has not been challenged for one reason or an- 
other.21/13,14 

The case described below is considered unique 
for two reasons: (1) A primary adenocarcinoma 
of the appendix was associated with a solid 
“Krukenberg” type of tumor in the right ovary. 
(2) Possible primary sites of the ovarian tumor, 
other than the appendix, were fairly well ruled 
out by systematic search of the intra-abdominal 
and retroperitoneal organs at the time of laparot- 
omy. 

Case Report 

A forty-nine-year-old, married white woman was ad- 
mitted to Asbury Methodist Hospital, Minneapolis, on 
August 24, 1955, because of gradual abdominal enlarge- 
ment for six months, a palpable abdominal mass for 
four months, and vague, diffuse abdominal pain for six 
days. Physical examination was negative except for a 
hard abdominal mass in the hypogastric area, five finger- 
breadths below the umbilicus. The mass could not be 
completely delineated because of tenderness. 


Laboratory Examinations—The urine was negative 
except for 20 to 30 white blood cells per high-powered 
field. Erythrocyte sedimentation rate was 99 mm./hr. 
(Wintrobe). Hemoglobin was 8 gm. per cent. Red 
blood cell count was 2,240,000/mm.? White blood cell 
count was 7,750/mm.3 with a normal differential. Fol- 
lowing blood transfusions, the hemoglobin was elevated 
to 12.5 gm. per cent. 

Barium enema studies of the colon disclosed an ex- 


From the Department of Pathology, Asbury Methodist 
Hospital, Minneapolis, Minnesota. 
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trinsic pressure defect in the sigmoid colon secondary 
to a large pelvic mass. 


Course in Hospital—A laparotomy was performed on 
August 25, 1955, by Dr. Henry Hoffert. A large solid, 
well circumscribed tumor replacing the right ovary was 
found. The cut surface of the tumor was grossly slimy; 
it had a greyish-white appearance and was of a firm 
consistency (Fig. 1). It measured 18.5 by 17 by 14 
cm. and weighed 1,600 gm. A frozen section was inter- 
preted as, “metastatic gelatinous carcinoma of the ‘Kru- 
kenberg’ type.” A systematic search was then under- 
taken by the operating surgeon for the primary lesion. 
After careful inspection and/or palpation of the stom- 
ach, intestines, pancreas, gall bladder, liver, uterus, 
left ovary, kidneys and both breasts, the primary lesion 
could not be found. Because of the insistence on the 
part of the pathologist that the ovarian lesion was 
metastatic and not primary, attention was directed to 
the appendix where a bulbous ey of the distal 
one-third was found. 

On gross examination of the sahil appendix, the 
lumen of the distal one-third of the appendix was seen 
to be replaced by a gelatinous tumor mass which infil- 
trated the wall (Fig. 2). A mucous carcinoma was seen 
extensively infiltrating the appendiceal wall (Fig. 3) 
in paraffin sections through the tumor mass. In some 
areas the neoplastic glands lay in pools of mucin. In 
other areas, sheets of signet-ring cells extensively infil- 
trated the wall of the appendix. Sheets of signet-ring 
cells (Fig. 4) were seen in paraffin sections of the ovar- 
ian tumor mass. 

Other tissue removed included the uterus with the 
remaining adnexal organs (panhysterectomy) and 4 
segment of small bowel attached to the ovarian tumor. 
No further tumor was found in these tissues either on 
gross or microscopic examination. The mesenteric lymph 
nodes removed with the segment of intestine were also 
free of tumor metastases, 

The postoperative course was smooth; she was dis 
charged on September 2, 1955, nine days following 
operation. 

A “second-look” operation on January 17, 1956, showed 
numerous metastases in the mesentery and innumerable 
greyish-white tumor nodules implanted on the pelvic 
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ADENOCARCINOMA OF THE APPENDIX—NERENBERG ET AL 





Fig. 1. “Krukenberg” tumor replacing entire right 
ovary. 


peritoneum. Nests of tumor cells surrounded by pools 
of mucin were seen in paraffin sections of one of the 
removed mesenteric nodules. 


Discussion 


In a majority of reported cases of primary 
carcinoma of the appendix with metastases to the 
ovary, the ovarian metastases have been of a 
cystic nature, raising the possibility that the ovarian 
lesion was the primary site or that two distinct 
primary lesions were present.‘1314 The report 
of Driessen et al?° of a solid “Krukenberg” type 
of ovarian tumor associated with a primary car- 
cinoma of the midportion of the appendix is the 
only report in the world’s literature with which I 
am familiar that is above reproach regarding a 


metastatic ovarian lesion of the solid “Kruken- 
berg” type. These authors’ photomicrographs of 
the primary and metastatic lesions are very similar 
to our own. The occurrence of the primary tumor 





Fig. 2. Adenocarcinoma of distal 
one-third of appendix. 


in the midportion of the appendix appears to 
rule out the possibility that the neoplasm began 
in the base of the cecum.?® 

In reviewing our hospital records, three other 
primary carcinomas of the appendix over the past 





Fig. 3. Photomicrograph of adenocarcinoma of ap- 
Pendix (X 75). 


Aucust, 1956 


Fig. 4. Photomicrograph showing signet-ring cells of 


“Krukenberg” tumor of right ovary (X 
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eight years (1947 to 1955) are listed. Two of the 
three cases have no description as to the portion 
of the appendix in which the lesion was located. 
In the third case, the neoplasm (of the colonic 
type) began in the distal portion of the ap- 
It extended to the urinary bladder with 
Four cases of car- 


pendix. 
creation of a mucous fistula. 
cinoma of the appendix over an eight-year period 
appear to be an unusually high incidence of this 
lesion.'»?+4/58.9 


Summary 

A unique case of primary adenocarcinoma of the 
distal portion of the appendix associated with a 
single, large, solid metastatic (Krukenberg type) 
lesion in the right ovary has been described. This 
forty-nine-year-old woman complained of gradual 
abdominal enlargement for six months, a palpable 
abdominal mass for four months and vague, dif- 
fuse abdominal pain for six days. At a second 
operation twenty weeks after removal of the pri- 
mary appendiceal lesion and ovarian metastases, 
peritoneal implants were. found. 

This case is the only one of its kind which we 
have been able to find described in the American 
literature. Only one other similar case has been 
described in the world’s literature.’° 
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AMERICAN COLLEGE OF PHYSICIANS RECEIVES RESEARCH GRANT 


A research grant of $43,100.00 has been awarded the 
American College of Physicians for the period Septem- 
ber 1, 1956, through August 31, 1957, by the Depart- 
ment of Health, Education, and Welfare of the Public 
Health Service in furtherance of its project to evaluate 
internal medicine in hospitals. This project, “to estab- 
lish a minimal standard of quality and efficiency of the 
practice of internal medicine in hospitals,’ was initiat- 
ed in early 1956, by the College’s Committee on Criteria 
for Hospital Accreditation, under the chairmanship of 
Dr. Arthur R. Colwell, Sr., F.A.C.P., Chicago. 

The Director of the study is Dr. Marion A. Blanken- 
horn, F.A.C.P., Cincinnati, who is devoting his full time 
to the project. A pilot study of approximately one 
hundred representative hospitals is being conducted by 
observing practice methods with particular reference to 
internal medicine. Twenty or more mature and respon- 
sible physicians are being sent to selected sites to ob- 
serve current practices; to record the type of patient 
admitted to a hospital, the diseases, length of stay and 
the means employed for diagnosis and treatment; and 
to classify findings—approved, provisionally approved, 
and not approved. A search is being directed to the 
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mechanics of internal medicine as practiced in a wide 
variety of circumstances (large, small, voluntary, tax- 
supported, private, teaching or non-teaching), especial- 
ly the use of clinical laboratory devices; habits of con- 
sultation, and use of ancillary skills such as physieal 
medicine, rehabilitation, preventive medicine and others. 
Such observations and records will be edited by the Di- 
rector and reviewed by the Committee on Criteria. | 

Whereas, appraisal of medical care will be the pri- 
mary objective, information will be gathered also re- 
garding internships and residencies in Medicine where 
such programs exist. Close liaison will be maintained 
with the Council on Medical Education and Hospitals 
of the American Medical Association and appropriate 
committees in the Association of American Medical Col- 
leges. The Committee does not suggest that this pilot 
study shall substitute for any part of the present pro- 
grams of the Joint Commission on Accreditation of Hos- 
pitals or the Council on Medical Education and Hos 
pitals of the AMA but will proceed parallel to the 
existing programs of both, probably leading to some 
revision in their Internal Medicine policies in the future. 
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Hypernephroma in Infancy and Childhood 


YPERNEPHROMA (adenocarcinoma of the 

kidney, renal cell carcinoma) in infancy and 
childhood is very rare. Fifteen cases appear 
in the literature; others are mentioned but have 
not been included either because the microscopic 
description was lacking or it was vague and could 
be confused with Wilms’s tumors. The youngest 
patient was one and one-half and the oldest 
was fourteen years old. There were eleven boys 
and four girls. Of the fifteen, four either had 
inoperable lesions or died immediately after opera- 
tion. No mention was made of a follow-up in 
five; five were living, three, eight, eight, twelve 
and twenty-four months postoperatively. One pa- 
tient died of recurrence of the neoplasm after 
one year. 


Case Report 


D. K., a two-and-one-half-year-old white boy, was ad- 
mitted on June 8, 1955. Eight days earlier he had sud- 
den onset of crampy abdominal pain, which recurred 
about every half hour, and was accompanied by vomit- 
ing and fever. His referring physician noted a tender 
mass in the left upper quadrant which extended into 
the left costovertebral angle. Urinalysis was normal. 
Hemolgobin was 60 per cent; there were 13,000 leuko- 
cytes with a differential count of 85 per cent neutro- 
phils, A perinephric abscess was diagnosed, and the 
patient received penicillin, terramycin and streptomycin. 
Excretory urogram was interpreted as showing left hydro- 
nephrosis with dilated upper calices and distorted lower 
calices. 

The patient was then sent to the University Hospitals, 
where physical examination disclosed a well-developed, 
well-nourished, rather listless child in no acute distress. 


The blood pressure was 140/64. There was a systolic 
murmur along the left sternal border. The liver was 
palpable two fingerbreadths below the costal margin. A 
firm, freely movable, slightly tender mass, which could 
not be transilluminated, extended from the left costal 
Margin to just above the iliac crest, and was palpable 
in the left costovertebral angle. 

The hemoglobin was 9.9 grams; the white cell count 
was 12,600 leukocytes with a differential count of 52 


_——. 


From the Division of Urology in the Department of 
Surgery, the Medical School of the University of Minne- 
sota, Minneapolis, Minnesota. 
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per cent neutrophils, 41 per cent lympocytes, 6 per 
cent monocytes and 1 per cent eosinophils. The sedi- 
mentation rate was 111 millimeters in one hour. Urinal- 
ysis was normal except for an occasional white blood 
cell. Catheterized urine contained coagulase negative 
staphylococci in the broth only. The blood urea nitrogen 
was 13 milligrams per cent. No: pulmonary metastases 
were seen in the roentgenogram. 


Cystoscopy under pentothal anesthesia disclosed a nor- 
mal urethra and bladder with clear spurts of urine from 
each ureteral orifice. Left pyelogram revealed the renal 
pelvis stretched out over a space-occupying lesion with 
dilatation of the superior minor calices and elongation 
and dilatation of the inferior minor calices as well as 
a distorted and elongated middle minor calyx. The 
ureter appeared normal (Fig. 1). 


On June 11, the left kidney enclosed in Gerota’s 
fascia, and seven periaortic lymph nodes were removed 
transperitoneally (Fig. 2). He received 3,000 tissue 
roentgens postoperatively. The pathological report fol- 
lows: 


Gross——The specimen (Fig. 3) consists of the left 
kidney which measures 9.5 x 8.4 cm. and weighs 300 gm. 
On sectioning the kidney there is a central tumor mass 
measuring about 6 cm. in largest diameter. This is 
yellow on cut surface and displaces the pelvis. It is 
surrounded on all sides by cortex which in one area 
measures only 2 mm. in thickness. The tumor does not 
appear to involve veins and does not show extensive 
necrosis. 


Microscopic.—Sections of multiple blocks of the tumor 
show it to be composed of large hydropic epithelial cells 
forming alveolar nests or clusters or developing into 
tubular or even papillary structures. These cells are sup- 
ported by thin strands of fibrous tissue. They show oval 
nuclei with some variation in size and small nucleoli. 
There are moderate numbers of mitoses. Everywhere 
cytoplasm is hydropic or granular. The appearance 
of the tumor is characteristic of adenocarcinoma of the 
renal cortex. There is an apparent fibrous capsule about 
most of the tumor although in a few areas this is pene- 
trated. There is atrophy of some of the overlying cor- 
tex. Elsewhere the kidney parenchyma shows no remark- 
able change although glomeruli are somewhat imma- 
ture. The capsule of the kidney itself is thickened and 
shows proliferation of fibrous tissue and hemorrhage. 
Sections of normal-appearing adrenal gland are seen 
within the capsular tissue. Sections of the ureter show 
nothing of note. Sections of seven lymph nodes found 
at the hilus show no tumor. 

Conclusion.—Adenocarcinoma of the renal cortex. 

Paul Lober, M.D. 


On August 19, 1955, examination revealed no evi- 
dence of tumor. Roentgenogram of the chest was 
normal. 
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HYPERNEPHROMA—REISER AND CREEVY 


Fig. 1. Left retrograde pyelogram, with distortion of 
the renal pelvis and calices. 
Comment 
Hypernephroma is rarely observed before the 
age of thirty years. Hempstead et al® have hy- 
pothesized that this might be due either to the 


observed infrequency of renal adenomas prior to 
the degenerative years; or to the low growth 
potential of these adenomata, or to the tendency 
for hypernephromas so engendered to remain silent 
until considerable size has been attained. 


Summary 
A hypernephroma occurring in a two-and-one- 
half-year-old boy has been presented. 
Fifteen cases of hypernephroma occurring in 
childhood appear in the literature. 


Fig. 2. (above) Specimen shows renal cell carcinoma. 


Fig. 3. (below) Photomicrograph (X 95) showing hy- 
dropic epithelial cells, 
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Continuation Studies 


PSYCHIATRIC ASPECTS OF THE HANDICAPPED CHILD 


MS associated with a handicapped 
child often cause the physician difficult and 
trying moments. 


Perhaps this can be explained in terms of his 
own insecurities, since each child with a physical 
disability presents a new and different problem. 
Competence to deal with it requires broad experi- 
ence in recognizing and evaluating all the factors 
influencing the child as he attempts to make a 
satisfactory adjustment to his world and those 
about him. The problem is further complicated 
because much of the literature concerning handi- 
capped children has dealt primarily with the 
handicapping condition rather than with the child 
who has a handicap. In other words, the emphasis 
has been on the handicap itself, not on the child 
and his reactions to his disability. 


Communicating satisfactorily with the handi- 
capped child is a problem. As yet no satisfactory 
methods or techniques have been evolved for study 
in this area. 


Helping parents develop an understanding of 
the disability, as well as a more realistic apprecia- 
tion of their role in the child’s life is difficult. 
From clinical experience, it seems clear that many 
of the emotional problems encountered in the 
handicapped child are directly related to parental 
attitudes and feelings about the child, which in- 
fluence their management of him. 

Before discussing pertinent questions which must 
be considered in the case of every child who has a 
disability, it is important to review briefly how the 
child defines himself as an individual and works 
out his relationships to the world about him. It is 
important for all of us to appreciate what actually 
happens as a child matures. (Incidentally, it should 
be mentioned that there are successive stages of 
maturity—the maturity of the infant, the one-year- 
old, the five-year-old, and so on to adult maturity 
which is the ultimate goal.) 


From the time of birth, the human being is 
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endowed with a potential for growth and change. 
Growth always occurs in a time relationship. 
It takes time to grow—a simple fact too often 
overlooked. Understanding of what can be ex- 
pected of the child at each successive stage of 
maturation is a pressing need. 

The newborn infant is normally equipped with 
a few essential skills which help him to maintain 
his own life. These skills he must exercise for him- 
self. To mention a few: he can breathe, suckle, 
and eliminate. However, though he has these few 
independent skills, he continues to be largely 
dependent upon others. For a considerable period 
of time he is helpless, requiring the help and 
protection of others if he is to survive. 

This need for help and protection brings him 
immediately into a relationship with another per- 
son, usually the mother or her substitute, which 
is, in reality, a social situation. Out of how he 
is handled in the countless experiences related to 
feeding, bathing, dressing, sleeping and awaken- 
ing, the child begins to formulate basic notions 
about himself and others, and in this framework 
he develops techniques to satisfy his basic needs. 
The actual mechanics necessary to the satisfaction 
of his needs are important, but perhaps more im- 
portant are the attitudes, feelings, and understand- 
ing of his struggle by those responsible for him. 
The latter are of particular importance to the 
child who has a disability. 

It is likewise essential to know that certain 
stages of development may impose additional stress 
on the growing child and thus influence the way 
in which he develops his potential. 

The period of early infancy is perhaps more im- 
portant than we have heretofore appreciated. It 
is during these early days that the basic structure 
of the personality develops. Unusual experiences 
during the early months of life may exert powerful 
influences in later adjustment. An illustration is 
the case of a ten-year-old boy who was brought to 
the hospital with symptoms suggestive of polio- 
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myelitis. He was most apprehensive not only about 
the possibility of his having polio, but more par- 
ticularly about being admitted to the hospital. 
When it was determined he had polio and was to 
be admitted to the hospital, he developed a 
severe panic reaction which was difficult to under- 
stand. The panic was explained when the parents 
told of a severe ear infection in infancy which 
required admission to a hospital. After discharge 
to his home, daily visits to the physician’s office 
were required. His fear of hospitals, elevators, 
physicians—yes, even “chrome” furniture—was 
understandable as we fully appreciated the cir- 
cumstances of his illness during infancy. It may 
be difficult to believe that powerful feeling states 
generated during these early days influenced him 
so definitely, but it seems they did. 

The process of socialization gains tempo at 
approximately the seventh month of life. From 
this point on the child is gradually required to con- 
form to the expectations of others in terms of 
eating differently and in many ways assuming 
increasing responsibilities for self. There may be 
occasions when “too much” is expected “too soon” 
in the way of adequate performance. Often the 
child’s frustration tolerance is exceeded, with 
unfortunate results. 

The period from approximately eighteen months 
of age to thirty-six months is a particularly trying 
time. This span of development is of especial 
importance for the following reasons: 

1. During this period he becomes aware of his 
own individuality. This tends to increase“his 
dependency-independency struggle, which ‘is so 
often misunderstood. 

2. At this time he develops his capacity to 
communicate verbally. The inability to do so 
smoothly often complicates living for him. 

3. He has a tremendous need to satisfy curiosity, 
and since his verbal facility is not yet adequate, 
fantasy is probably at its height during this period. 
Fantasy often produces wrong answers. 

4. Play at this time is unstructured and solitary. 
The child is, as yet, unable to resolve some of 
life’s trying problems through the medium of play. 

5. Too often decisions are made arbitrarily for 
him rather than with him. 

Two additional periods of particular stress come 
at the time the child begins his school career, and 
during the adolescent years when he is struggling 
with the severance of childhood ties with home in 
anticipation of assuming adult responsibility. These 
periods of particular stress have been mentioned 


542 


because unusual experiences at these times prove 
especially significant. 

What are the factors important in determining 
the child’s reaction to physical disability? The 
following will serve as illustrations. 

The first question to be answered is: “Is the 
disability one which was acquired or one with 
which the child was born?” Referring to the pre- 
vious discussion, it is not difficult to appreciate 
that the child who has been handicapped from 
birth will develop feelings, attitudes and concepts 
about himself quite different from those of a 
child who has acquired a disability or deficiency. 
This is particularly pertinent if the disability comes 
either during or after the period when he has 
begun to define notions of himself as an individual. 

It can be stated with reasonable confidence that 
the child’s attitudes and feelings about a con- 
genital deficiency are in most instances a mirror 
of the adult attitudes and concerns about him. 
Some years ago it was found that the condition 
of ductus arteriosus could be corrected by surgery. 
Study of children with this handicap revealed 
them to have intelligence in accordance with the 
normal distribution curve. Yet they were, in a 
sense, more infantile in their attitudes and rela- 
tionships than a group of unselected children of 
comparable age. 

The majority of these children had a peculiar 
set of feeling states about themselves and about 
their parents. In fact, many of them had learned 
to use their deficiency in a most annoying way. 
When frustrated or denied, it was quite easy to 
“get their own way” by turning “blue,” by “pass- 
ing out,” or by some other device. 

Following corrective surgery, these children 
seemed more mature and self-assured. In all prob- 
ability the surgical correction of their deficiency 
was important in effecting this change. However, 
the fact that they no longer could threaten their 
parents so successfully also was important. In ad- 
dition, we noted a change in attitudes of the 
parents which, we believe, influenced a change in 
the children’s attitudes. 

If the disability is acquired, it is important to 
know at what age and under what circumstances 
it developed. Perhaps the two most significant 
periods for an acquired deficiency to develop is 
during the eighteen to thirty-six month age or the 
adolescent period. This does not imply that other 
stages of development are not important. 

Further questions to be considered are: “What 
type of physical disability is it?” “Is it obvious 
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to others or is it not? ... . Can one see it or not?” 
“Js it a type of disability which appears periodi- 
cally or is it one which is present all the time?” 
(Eczema or a convulsive disorder is a very threat- 
ening kind of disability observed only periodically. 
An amputation, a strabismus, or repair of a cleft 
palate is apparent at all times.) 

Sometimes the lives of children with a physical 
disability are complicated when others take notice 
of it. Whenever parents, physicians, or others 
develop a concern about a child’s condition and 
institute necessary corrective procedures, the child’s 
reactions to himself and others may change. Not 
long ago a youngster came to us with a peculiar 
deficiency of sight in one eye. If the child’s vision 
was to be preserved, corrective measures were 
necessary. It was essential to cover up the good 
eye to encourage use of the affected one. As soon 
as the good eye was covered, the child’s behavior 
changed—not so much because he could not see 
as well out of the poor eye as because there was a 
difference about him which was noticed. 

Children with diabetes often present severe 
problems of management. Their deficiency is 
rarely apparent, yet the daily administration of 
insulin, the need to examine the daily specimen, 
and dietary requirements all continually reinforce 
a feeling of difference. The question of how differ- 
ent the disability makes the child feel is important. 

As the child grows older, the question “How 
disabling is this deficiency in terms of competi- 
tion with others?” likewise becomes important. 

The circumstances under which a physical dis- 
ability occurs must be considered. Is this disability 
a result of an accident, such as an automobile 
mishap or a fall when climbing? The feelings the 
child may have about his responsibility for the 
accident, or the feelings of guilt he may have about 
the accident may be extremely important. In 
many instances the child may interpret the acci- 
dent as punishment which may increase his guilt 
reaction. These feelings may be reinforced as he 
senses the anxiety of those interested in him. 

In illustration of the way the child’s tensions 
may be exaggerated, let me tell you about a seven- 
year-old lad who was admitted to our hospital 
suffering with rheumatic fever. He was a most 
rebellious, cantankerous and difficult youngster. 
From our experience, we had found that giving 
such children additional time and attention helps 
a great deal. One of the resident staff was as- 
signed the task of getting acquainted with him, 
which was extremely difficult, for the patient did 


Aucusr, 1956 


HANDICAPPED CHILD—JENSEN 





not seem to have anything to talk about. In fact, 
to begin with, he completely ignored the physi- 
cian. However, as the patient gained confidence 
in the physician, he had plenty to talk about. 
As he began to talk, his behavior improved and he 
adjusted to hospital routine much more satisfac- 
torily. At the same time, his rheumatic fever 
became less difficult to manage. 

An interesting thing happened one day as he 
was talking with his physician, who had com- 
mented on his improvement. The young lad said, 
“Yes, you know why? I’ve got two kinds of pains. 
I’ve got my rheumatic fever pains and I’ve got my 
worry pains and my worry pains are much better, 
thank you.” Many times in dealing with youngsters 
with chronic disabilities we forget “worry pain.” 

Toby was with us for three years in the hospital. 
More than 60 per cent of his body surface had 
been burned. It took three years to rehabilitate 
him. In retrospect, part of the reason it took so 
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long was that we were not aware of the fact that 
he had never reconciled his own feelings about the 
circumstances at the time he was burned. Back in 
the recesses of his mind he had harbored the suc- 
picion that the youngsters with whom he had been 
playing had deliberately pushed him into the fire. 
Once he began talking this out with us, his physi- 
cal disability seemed to improve more rapidly. 
Another question which requires clarification is: 
“What is the child’s concept of his disability?” 
Always a problem with adults, it is an even greater 
problem with children. Fantasy, misinterpretation, 
guilt, fear, and the lack of satisfactory means to 
resolve them tend to distort the child’s concept of 
his disability, and hinder progress in adaptation. 
Several years ago a fellow colleague was as- 
signed to a rheumatic fever convalescent ward to 
determine what might be done to relieve the 
management problems occurring on this particular 
ward. The chief problems were as follows: (1) the 
children would not stay in bed (a must for most 
patients with rheumatic fever) ; (2) not only were 
these children overactive, but extremely tense and 
nervous, with more than the usual amount of 
fighting and quarreling among themselves; (3) in 
addition, these children had a particular knack of 
involving the adults on the ward in their troubles; 
(4) most of the children refused to eat properly. 
In the course of the investigation, it was learned 
the children had not understood why the physi- 
cians and supporting staff managed them as they 
did, why the many denials and prohibitions, why 
the inconsistencies—all of which led to consider- 
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able worry. The staff was encouraged to listen to 
the spontaneous comments of the children among 
themselves. These provided many leads. One girl 
spoke of someone dying from rheumatic fever. 
Another wanted to know if, when she was married 
and had children, her children would have rheu- 
matic fever. Many were concerned because their 
illness took them away from home, some for the 
first time. Reading newspapers and magazines 
about heart disease, its complications and the sud- 
den deaths which do occur caused many to worry 
about what would happen to them. It was also 
learned that the uncertainties of some of the staff 
members had an adverse effect on the patients. 

After a period of observation and study, the 
basic problem was clear. To quote the physician: 
“TI began to realize, as did some of the rest on 
the station, that we had a bunch of scared children 
on our hands.” So, he and the staff began ex- 
perimenting with methods to get at these “scared 
feelings.” 

How was this done? First by making the hospi- 
tal as homelike as possible. Parents were consulted 
and counselled. More time was devoted to the 
children themselves rather than to their illness. 
Discussions were arranged with small groups dur- 
ing which questions were honestly answered. 
When unusual procedures were to be performed, 
they were clearly explained to the child. And 
finally attention was given to relieving some of 
the staff’s own anxieties. It was not long before 
the ward was transformed into a place where chil- 
dren were happy, contented and co-operative. 

One significant point, which has been mentioned 
several times, must be emphasized again since it is 
so extremely important in the life of any handi- 
capped child. It is most essential for parents and 
substitute parents (physicians, nurses, teachers, 
and others) to examine and understand their own 
feelings and attitudes about the child and his han- 
dicap. Can we accept the child as he is with his 
handicap? Have we clarified our own role in 
helping the child realize in his own way his full 
potential? The subtle but none the less very real 
influence of our own thinking, feeling, and doing 
cannot be ignored, for it is an important factor in 
how the child learns to use his handicap in meet- 
ing life’s situations. 

Will he learn to use his disability to excuse his 
failures? Many do. Inevitably this leads to un- 
happiness and dissatisfaction. Some years ago, an 
effort was made to help a fourteen-year-old girl 
who was excessively obese—a most distressing han- 
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dicap to an adolescent girl. She was attractive, of 
superior intelligence and very capable. However, 
our best efforts failed for she had so successfully 
learned “to hide behind” her obesity. 

Will the child learn to deny the existence of 
his handicap? Until recent years, it was common 
for many adults handicapped by deafness to deny 
their disability, which resulted in discomfort not 
only to the individual himself but also to those 
associated with him. Children learn to deny their 
disabilities—usually from adults. 

Will the child learn to accept his disability 
without threat and learn to live with it? Success- 
ful living for everyone is dependent upon full ac- 
ceptance of shortcomings, whatever they may be. 
Everyone can recall friends and associates who 
have attained this goal and who live full, rich, 
satisfying lives. The realization of this goal for 
the handicapped child will assure for him, too, a 
rich, full life—whatever his disability. 

How can we help him achieve this goal? By 
keeping foremost in our minds that the primary 
interest must be in the child, rather than in his 
handicap; by helping him come to as complete 
acceptance as possible of his disability, whatever it 
may be, at the earliest possible moment; by an- 
swering his questions to his satisfaction, thus allay- 
ing excessive fear and fantasy and avoiding mis- 
interpretation; by preparing him adequately for 
his leaving home if he requires special help, and 
for his return; and while away from his home, by 
assuring him of continued support from his par- 
ents as well as others interested in: him. 

The education of the parents in the under- 
standing of the handicap is likewise important, as 
is the clarication of doubts, worries, attitudes and 
feelings about the child and the future. Achieving 
the latter objective may be a long and laborious 
task, but most essential. 

In addition, we who are engaged in professional 
work need to re-examine our own problems and 
insecurities as they are related to the handicapped 
child. We need to come to an acceptance of our 
own limitations and an understanding of our re- 
spective roles in the life of the child and his 
parents. We should strive assiduously to develop 
our professional skills in helping both child and 
parents to deal more constructively and realisti- 
cally with each problem situation as it arises. 

With adequate support, understanding and ac- 
ceptance of the handicap, whatever it may be, 
most children can learn to live a useful and rich 
life in the successful mastery of each passing day. 
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FUNCTIONAL HEART DISEASE 


The label “functional heart disease” includes 
those conditions in which symptoms suggest to a 
patient that the heart is abnormal, or signs which 
may suggest a similar conclusion to the examining 
physician. Functional heart disease is of great im- 
portance; first, because fifty per cent or more of 
the practice of most cardiologists is composed of 
patients who in fact have no organic cardiovascu- 
lar lesion, and, second, because it is a more con- 
structive social measure to be able to return such 
individuals to normal life disabused of their fears 
than to treat patients who in actual fact are suf- 
fering from some cardiovascular disability. 

The elucidation of symptoms, or what is tech- 
nically known as the clinical history, is of para- 
mount importance in this association. The more 
skilled the clinician and the more intelligent the 
patient, the more clearly do these symptoms at- 
tain their true value. The chief symptoms of 
functional heart disease are exhaustion, palpita- 
tion, left chest pain, sweating, faintness, and diz- 
ziness. The presence of many such symptoms sug- 
gests a functional disorder, whereas the presence 
of a single symptom in isolation always suggests an 
organic cause. 

Functional cardiac pain is such an important 
manifestation that its fuller consideration is left 
to a later article. 

Shortness of breath on exertion is the para- 
mount symptom of organic cardiac failure, but 
this also is often complained of by individuals suf- 
fering from functional heart troubles. They how- 
ever will confess when closely questioned that of 
the two symptoms, dyspnea and exhaustion, the 
latter symptom is the more severe. Palpitation and 
heart consciousness usually coexist with exhaustion 
and dyspnea in such cases. 


—_. 


Dr. Bourne is Physician-in-Charge, Cardiological De- 


partment, St. Bartholomew’s Hospital, London, England. 


This is the first in a series of four articles by the 
author on this subject. 
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There is another type of shortness of breath 
which is in fact not true dyspnea. The patient 
will not always make a clear distinction between 
the two varieties unless carefully questioned. 
What is really complained of is an inability to 
take a sufficiently deep breath. This particular 
symptom is especially common in patients who are 
psychologically rather depressed, nervous, and 
anxious. They are seen to have a respiration punc- 
tuated by sighs and varying in depth. X-ray 
screening will often show that the diaphragm does 
not descend with its usual free movement. 


Palpitation is in most cases an indication of 
nervous hypersensitivity or anxiety rather than “of 
organic disease. It is particularly noticed after 
exertion, or from an emotional cause, or as the 
patient lies in bed before*Sleeping.. Palpitation 
may also be due to premature béats, when, of 
course, the history elicits from the patient con- 
sciousness of a single heart’ throb or of a momen- 
tary sinking sensation, « Paroxysmal tachycardia 
may be a cause of palpitation in otherwise normal 
hearts. Here again an exact history is essential 
for the diagnosis. The patient will always be able 
to describe the sudden onset of the attack, the 
termination may sometimes be less easy for the 
patient to define. 





Even in terms of death rates from tuberculosis alone, 
the future task is large and prolonged. It will require 
years of effort to achieve a death rate of only 1.5 per 
100,000 population, which is about the current death 
rate from acute rheumatic fever, appendicitis, arthritis, 
poliomyelitis, and several other diseases which are still 
considered to be of public health import. The maternal 
mortality rate is about at that level. Measles, whooping 
cough, and infectious hepatitis combined, do not exceed 
it. When the death rate from tuberculosis drops to 
the level of these important diseases, then tuberculosis 
control programs and needs should be re-examined.— 
Rosert J. ANDERSON, M.D., Public Health Representa- 
tive, Feburary, 1956. 
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Case Study—M. G. H. 53361 


The patient is a sixty-four-year-old woman who came 
to the Minneapolis General Hospital with a short history 
of right lower quadrant discomfort and a mass in this 
area which the patient could palpate. On admission her 
hemoglobin was found to be 9.6 gm. and a barium 
enema x-ray examination revealed a large tumor mass 
in the cecum with involvement of the ileo-cecal valve. 
The small bowel was not obstructed. 

On November 8, 1955, a radical right hemicolectomy 
and ileotransverse colostomy were performed. The tumor 
mass had invaded into the anterior and lateral abdom- 
inal wall and: it was necessary to remove a large portion 
of the abdominal wall musculature in the resection of 
the tumor mass. The mesentery of the ileum was re- 
sected as far above a large group of involved lymph 
nodes as possible, and 40 cm. of terminal ileum had to 
be resected. Some of these lymph nodes were 3 to 3% 
cm, in diameter. 

During the initial operation the rest of the abdomen 
was found to be free of any evidence of tumor and the 
liver was also negative for metastases. 

The patient has done well in the intervening months, 
and on May 2 was operated upon for a “second look” 
procedure. During the course of this operation all ad- 
hesions were lysed and the entire area of the abdomen 
was searched minutely for possible evidence of neo- 
plastic disease. One nodule in the anterior abdominal 
wall close to the incision was removed and on frozen 
section proved to be scar tissue. (Paraffin section con- 
firms this diagnosis.) In performing an exploration of 
this kind all lymph node bearing areas of the peritoneal 
cavity are thoroughly examined both by inspection and 
by palpation. This patient was deemed negative on her 
“second look” procedure since no lymph nodes or other 
suspicious areas were found. 

Recent experience has demonstrated the value of re- 
exploration of patients in the asymptomatic phase of 
their postoperative period with the intent to remove any 
remaining areas of metastatic tumor. Lesions in the 
right colon and the sigmoid colon have proved to be 
most beneficial with this approach. This patient was 
considered an ideal candidate for the “second look” 
program because of the location of her lesion and the 
extent of the tumor invasion locally; also, the extent of 
involvement of lymph nodes in the immediate neigh- 
borhood of the primary cancer increased the likelihood 
of occult nodal involvement at sites more distant from 
the primary at the time of the initial operation. The 


This tumor board program is sponsored and supported 
by the Minnesota Division of the American Cancer 
Society. 
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C. R. Hitchcock, M.D, 


patient has recovered from the “second look” explora- 
tion and will now be followed at three- to four-month 
intervals in the tumor clinic. 


Case Study—M. G. H,. 98389 


This fifty-two-year-old white male patient entered the 
hospital with a five day history of dyspnea, cough pro- 
ductive of white sputum, and ankle edema. During the 
previous month the patient thought his abdomen had 
been increasing in size. 

Past medical history was nonsignificant except for an 
intra-ocular hemorrhage in the left eye treated in another 
hospital three months previously. It could not be deter- 
mined accurately whether trauma preceded the ocular 
hemorrhage or whether it was spontaneous. The patient 
was known to use large quantities of ethanol during 
recent years. 


Physical examination revealed a florid faced man with 
cyanosis of his lips and nails. Temperature was normal, 
pulse was 120/minute, and blood pressure was 95/75. 
Neck veins were prominent, and there was symmetrical 
decrease of breath sounds over both the right and left 
chest. Heart tones were decreased and muffled. An 
abdominal fluid wave was present, and the liver was 
enlarged well bélow the umbilicus. 

For the first three days the patient was treated for his 
heart failure with digitoxin and low sodium intake. 
Penicillin, heparin, and Dicumarol® were also admin- 
istered. With no improvement in general condition and 
appearance of paradoxical pulse, fluoroscopy was per- 
formed and revealed absence of pericardial pulsations. 
A pericardial tap removing 300 c.c. of bloody fluid 
resulted in an immediate improvement of blood pressure 
to 128/78 and disappearance of the paradoxical pulse. 
Two days later the urinary output had increased from 
small amounts daily to 4000 c.c. daily. Routine cytologic 
examination of the pericardial fluid revealed the pres- 
ence of malignant cells. : 

The nature of the malignant cells could not be estab- 
lished in the smears, but the cells were compatible with 
either metastatic cancer or a primary mesothelioma of 
the pericardium. Since examination of thoracentesis 
fiuid had revealed the presence of cells similar to those 
from the pericardium, the possibility of mesothelioma 
primary in the pleura and extending into the pericardium 
also was entertained. The patient’s condition did not 
permit extensive search of the visceral organs for 
possible primary cancer by roentgenograms or endoscopic 
examinations, but chest x-rays were normal with respect 
to intrinsic pulmonary lesions. Repeated pericardial taps 
were necessary every two to three days to maintain life. 

In order to relieve the continuously recurring peti 
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TUMOR CONFERENCE 


cardial tamponade, and permit the patient to improve 
such that further studies might be performed, a peri- 
cardial marsupialization was performed. A portion of 
cartilage of the left fourth rib was removed anteriorly 
and the pericardial sac sutured to the subcutaneous 
fascia. Considerable quantities of bloody material drained 
from the pericardial sac during the next few days. The 
histologic diagnosis of the tissue removed at surgery was 
probable metastatic carcinoma but the pathologist again 
was unable to rule out the possibility of a mesothelioma. 
He was satisfied that the sections did not represent 
metastatic malignant melanoma (a diagnosis entertained 
on the basis of destruction of the left eye previously 
due to questionable spontaneous intra-ocular hemorrhage). 

A week later further improvement in the cardiac func- 
tion was attempted by means of a thoracotomy and 
decortication of the ventricles of the heart. During this 
operation the pericardium was found to again be in a 
state of tamponade and it was apparent that the opening 
through the chest wall had been sealed off by rapidly 
growing tumor. The patient’s blood pressure improved 
immediately upon removal of large areas of the peri- 
cardium. It was impossible to decorticate the heart 
muscle itself. The patient had a progressively downhill 
course following the last operation and expired on the 
fourth postoperative day. 


The gross findings at autopsy revealed the heart muscle 
to be infiltrated with tumor cells, but no site of a 
primary tumor was obvious. However, a small area of 
roughening in the mainstem bronchus to the left upper 
lobe proved on histologic sectioning to be an adeno- 
carcinoma. There was no gross involvement of the peri- 
bronchial tissue and there was no obstructing lesion 
within the bronchus itself. This lesion had not been 
demonstrated on chest x-rays taken on numerous occa- 
sions. 

Mesotheliomas, primary in the pericardium, do exist 
but they are rare. Whenever one is dealing with 
the problem of pericardial fluid containing neoplastic 
cells the first consideration must be that of metastatic 
disease. When pleural fluid is positive for tumor cells 
the likelihood of the primary disease residing in pulmon- 
ary tissue is great. In this patient we can only conjec- 
ture whether a bronchoscopy and bronchogram would 
have demonstrated the area of primary tumor in the left 
upper lobe bronchus prior to surgery. Where the patient’s 
general condition will permit vigorous search, all organ 
systems of the body must be carefully surveyed by every 
means available to rule out the site of a primary before 
the tentative diagnosis of mesothelioma can be seriously 


entertained. 





CURE IN LOCALIZED LARYNX CANCER REPORTED 


Two California radiologists, L. Henry Garland, San 
Francisco, and Ian MacDonald, Los Angeles, have sug- 
gested organization of “Saved Chord” societies for pa- 
tients with localized cancer of the larynx who have been 
cured by radiation therapy. 

Their report on results from radiation treatment for 
localized larynx cancer was presented in the March, 
1956, issue of the Bulletin, published by the California 
division of the American Cancer Society. 

The two specialists pointed out that cancer of this 
organ does not always mean loss of speech. 

“What is necessary is complete removal or destruction 
of the cancer. This frequently means removal of both 
vocal chords. . . . Adroit use of swallowed air enables 
many persons to learn to articulate with considerable 
ability. Many communities have organized ‘Lost Chord’ 
societies to aid in the instruction of these laryngec- 
tomees,” the two radiologists reported. 

Radiation therapy, on the other hand, sometimes can 
save the vocal chords—and speech, they added. Thus, 
the possibility of “Saved Chord” societies. 

“In California, radiologists and other clinicians in- 
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cluding the authors have been treating cancer of the 
larynx with a complete course of x-ray therapy since 
1932 and have records of patients cured for ten, fifteen 
and more years,” they added. 

Other conclusions advanced: 

—The curability of early or localized cancer of the 
larynx by radiation therapy is essentially the same as 
that by surgery. (About 85 per cent of such cases 
are permanently cured by either method.) 

—Fear of losing their voices has caused some people 
to wait too long before allowing their doctors to begin 
treatment of a cancerous growth. 

—In selected cases of advanced cancer of thé larynx, 
in which the regional lymph nodes of the neck are 
involved, very radical surgery may be more advisable 
than radical radiotherapy, but in general the increased 
use of radiotherapy is reducing the number of persons 
who lose their voices as a result of cancer. 

**Saved Chord’ societies would remind people that 
localized cancer of the throat is curable, and that a 
normal voice may be retained by the patient,” Drs. 
Garland and MacDonald concluded. 





Editorials 


INTRACARDIAC PRESSURE TRACINGS 
A “Look” Inside the Heart 


The developments of cardiac catheterization and 
the importance of the data supplied by this meth- 
od of investigation point out the need for a tech- 
nical evaluation of the pressure tracings. As is 
well known, these tracings are recorded by intro- 
ducing a long and thin catheter into the right 
side of the heart or the vessels of the lesser cir- 
culation. It is unfortunate that the necessary 
flexibility of the catheters somewhat decreases the 
accuracy of the tracings. The catheters are con- 
nected with a strain gauge or an electromanometer 
so that the best degree of amplification can be 
selected and even minute pulsations can be mag- 
nified and recorded. The recording is done by 
means of an electrocardiograph through use of 
its galvanometer and its mechanical or optical 
systems. 

Two main purposes can be served by these pres- 
sure tracings—the estimation of the level of pres- 
sure and the study of the pattern of the pressure 
pulse. Even though observation of the pattern is 
sometimes necessary for identification of the cham- 
ber in which the catheter tip is located, some- 
what different techniques should be used in order 
to accomplish the two above purposes. 

1. For pressure recording, the direct writing 
electrocardiograph is perfectly adequate. The am- 
plification should be moderate, record of the base- 
line and calibration are essential, and special at- 
tention should be paid to the exact zero level. 
The speed of the film which allows for easy grasp 
of the changes of pressure is a low speed. In 
contrast with the currently used speed of 25 
mm/sec., speeds of 10, 5, or even 2.5 mm/sec. 
should be preferred. The sudden changes re- 
vealed by “pulling back” the catheter from one 
chamber to another are then particularly evident. 
The electrocardiogram should be observed on an 
oscilloscope or on a different portable apparatus 
so heart rhythm may be continuously observed. 

2. For recording the patterns, a different tech- 
nique should be used. This is based on photogra- 
phic recording, high magnification, and high film 
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speed (75 mm/sec.). For “timing” the waves of 
the pressure tracing, a phonocardiogram is sim- 
ultaneously recorded. For this purpose, preser- 
vation of the original baseline is unnecessary and 
the beam is shifted downwards until the amplitude 
of the pulse is the best within the width of the 
film. 

Both kinds of tracings, the low-speed and the 
high-speed, are complemental. If it is preferred, 
they can be both recorded by means of a two- 
channel photographic cardiograph (changing from 
time to time the speed of the film) while the 
electrocardiogram is observed on an oscilloscope 
or is recorded with a small direct writing electro- 
cardiogram. 

No mention has been made here of oxygen 
determinations. They represent a necessary part 
of the catheterization technique but are, in gen- 
eral, not obtained by means of graphic methods. 

Apo A. Lursapa, M.D. 
Chicago Medical School 


WATER CONSERVATION 

Nature’s merry-go-round in all of its complexi- 
ties and intricacies has been going on throughout 
the centuries without too much intelligently direct- 
ed concern from even learned’men and women. 
Almost every school youth knows the secret of 
hydrologic cycle; precipitation comes to earth in 
the form of raindrops and snowflakes, gathers in 
our puddles, lakes and streams as surface water, 
some of it seeps through the soil to be retained 
somewhat longer, some is transpired by crops, 
grasses and forests, the rest runs on to the sea 
and the ocean, evaporates to the clouds and is 
precipitated again upon the earth. An elementary 
conception, to be true, but altogether too apt 4 
description of the extent of the present general 
knowledge of water conservation. 

In many parts of the United States, and in 
Minnesota particularly, water has been more 0! 
less taken for granted. Over the years the move- 
ment of people has been largely determined by 
water—a sea or river port, the confluence of 
streams, a sparkling spring, an oasis, a waterfall, 
or any of the other munificent advantages of 


MINNESOTA MEDICINE 





cope 
ctro- 


ygen 
part 
gen- 
10ds, 
M.D. 
‘hool 


lexi- 
hout 
rect- 
men. 
t of 
h in 
rs in 
ater, 
ined 
rops, 
» sea 
id is 
tary 
pt a 
neral 


d in 
re oF 
10ve- 
d by 
e of 
fall, 


»s of 


ICINE 


EDITORIALS 


water. However, our knowledge of water has 
grown much like Topsy, with hindsight rather 
than foresight creating an awareness of the sig- 
nificance of water. 

The development of the science of water con- 
servation has been too long deferred. Warnings 
of water shortages are heard about the nation. 
Newspaper headlines announce that “Water Short- 
age Becomes Limiting Factor in Nation’s Growth,” 
and in the same serious vein inform us that “more 
than 1,000 American cities have water shortage 
problems.” Even in the “land of sky-blue water” 
communities are asking the state and federal gov- 
ernments for professional counsel and financial 
aid to help solve their water problems. 

What our nation needs, and what Minnesota 
needs desperately and immediately, is basic in- 
formation about our water resources, ground and 
surface, and an understanding of the policies that 
should apply to the various but always inter-relat- 
ed phases of water realization. The specialist in- 
terested in but one of the many facets of water 
use alone is no longer sufficient. We need more 
than the hydrologist whose interests are primarily 
academic or statistical; civil engineers who think 
in terms of floods and siltation; agriculturists who 
are confronted with irrigation, drainage and ero- 
sion; departments of health that deal with 
potability and pollution; recreational groups intent 
on swimming, boating, hunting or fishing; power 
companies concerned with the building of dams 
and the attendant volts and amperes. We need 
the professional water conservationist who has the 
perspective to integrate the different emphases 
into a unified economical program. We must 
have someone with the broad overview that will 
co-ordinate the uses of water for domestic, muni- 
cipal, agricultural, industrial, transportation and 
recreational purposes. 

Nature’s merry-go-round with water will con- 
tinue to the end of time with the earth’s total 
supply remaining ever constant. The challenge 
is to develop the policies that will lead to a wise 
and economical use of this basic resource. With 
our rapidly growing population and the ever in- 
creasing per capita demand for water, it is im- 
perative for our future health, happiness and 
Prosperity that we give top priority to the con- 
servation of this vital natural resource. 


GeorcEe A. SELKE, PH.D. 
Commissioner, Minnesota 
Department of Conservation 
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BANK COUPON AND COLLECTION 
SERVICES 


Certain issues of United States Treasury Bonds 
and almost all issues of municipal and corporate 
bonds are sold with interest coupons attached. 
These entitle the holder of the coupon to collect 
the periodic interest payments as they become 
due. When the interest becomes due, the coupons 
must be detached from the bonds and the amount 
of cash which they represent collected. The 
safest and simplest method of collecting a cou- 
pon is to present it to a bank’s coupon department. 
That department will use established correspond- 
ent banking channels to transmit the coupon to 
the city in which it is payable, where it will be 
presented to the debtor for payment. When the 
payment is collected, it is remitted to the coupon 
holder’s bank. There the payment is credited to 
his checking or savings account or handled in 
any other method he has specified. 


When a bond falls due, the principal amount is 
collected in a similar manner. These same high- 
ly-developed banking facilities are available for 
performing other collection services for bank cus- 
tomers. For example, a promissory note, an order 
bill of lading, a warehouse receipt, a stock certifi- 
cate, or any other valuable written instrument can 
be delivered to the holder’s bank with the request 
that it be transmitted to a distant city and sur- 
rendered there by a correspondent bank only 
against a specified payment. If the agreed pay- 
ment is not forthcoming, the correspondent bank 
will not surrender the instrument. If payment 
is collected, a nominal charge for the service per- 
formed will be retained and the balance of the 
payment remitted to the holder’s bank. 

A bank’s coupon and collection department 
offers an inexpensive and extremely convenient 
method for collecting interest coupons, maturing 
bonds, or other payments which are to be made 
only on the surrender of a valuable paper. 


CLARENCE G. FRAME, Cashier, 
First National Bank, Saint Paul 


INTRODUCTION TO PHOTOENGRAVING 


Photoengraving for letterpress printing is a me- 
chanical method of reproducing the subjec* on 
metal. It may be a drawing or a photograph and 
is printed on metal and etched to a predetermined 


This is the first in a series of editorials on photo- 
engraving. 
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% 
depth by the application of an etching solution. 
The quality of the resulting etching or halftone 
will depend upon the quality of the original. Be- 
cause of this, I want to discuss the selection of 
this original copy. 

The value of an illustration is determined by 
how good it tells its story, whether it is an illus- 
tration to augment a technical treatise or a pic- 
ture of a family group. It stands to reason that 
a little extra care and perseverance in securing 
the right photograph or drawing will pay for itself 
many times over in the story it tells. 

In the production of an ideal piece of work 
of any kind, it is necessary that the steps leading 
up to that ideal be as nearly perfect as time and 
thought can make it. When planning any kind 
of illustration, whether it be a photograph, or a 
drawing in pen and ink or crayon, a water color 
or a transparency, we should always keep in mind 
that the reproduction can be no better than the 
original subject, or very little better because the 
reproduction is primarily a mechanical process. 
Given good copy and a skilled technician, the re- 
sult will be highly satisfactory. The most expert 
operator can do little to improve on bad copy. 
It is true that poor copy can be corrected by fur- 
ther work on the original by an artist, but this 
is not only expensive but often can be detected as 
having been added, even though it may be ex- 
pertly done. 

It is not necessary to furnish copy in the exact 
size it is to be reproduced. It can be either en- 
larged or reduced in size to fit the required space 
by the camera operator. It can also be cropped 
on sides, top and bottom to get the right propor- 
tion and eliminate background which does not 
help tell the story. We should keep in mind that 
the finished work will always be of the same 
proportion as the original, even though it may be 
larger or smaller in size. 

In selecting your photograph be on the lookout 
for distortion and halation. Distortion can be cor- 
rected to a degree but does involve another camera 
operation with accompanying additional expense. 
This is equally true of halation. This can be 
corrected by further work on the photograph by 
an artist; however, it would be far simpler and 
less costly to use non-halation plates or film or 
sprays wherever possible. When more than one 
photograph is being used in the same story or 
article, it is important that the photos selected 
have the same color values, so that the illustra- 
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tions used have a pleasing and cohesive appear- 
ance. It should be apparent that they are all 
definitely part of the same story. As we stated 
before, good reproduction starts with good origi- 
nal copy—therefore this emphasis on selection of 
subject matter. 

In subsequent articles we will tell you how 
photoengraving is made, what constitutes copy for 
etchings, for halftones and for color reproductions, 
and how color in a transparency is separated into 
its component colors for reproduction. 


W. W. CHrEIMAN 
Manager, Graphic Arts Division 
Buckbee Mears Company 


OUR NEW FRONTIER 


Horace Greeley, had he lived today, might very 
well have said: “Go north, young man, go to the 
North Shore.” Northern Minnesota is our new 
frontier. This frontier must be credited primarily 
to the discovery of the taconite process, a fron- 
tier opened up by research as opposed to the 
geographic frontiers of the explorer or the pros- 
pector. It promises an entirely new era for the 
North Shore. 

In retrospect, it was in the early seventies that 
iron ore was discovered in the vicinity of Ver- 
milion Lake. It presaged the development of a 
gigantic new industry in our state. Because iron 
ore constituted a nonrenewable resource, the gov- 
erning bodies imposed certain legislative restric- 
tions on mining operations to delay the day of 
ultimate depletion. ; 

Nevertheless, the demands for iron by the na- 
tion and the world through the years constituted a 
heavy drain. In fact, Minnesota out-produced 
all other states combined or any nation of the 
world in ore production. Minnesota actually 
mined and produced the iron ore to win two 
World Wars. No state contributed as much or- 
more to the war effort. But under these exigen- 
cies of war, drastic inroads were made upon high 
grade ore; we literally skimmed the cream of our 


- deposits. In the past decade the industry began 


noticeably to slow down. 

. Minnesota was faced with the dilemma of find- 
ing the answer to the utilization of low grade ore 
or lose an industry. Years of research followed. 
Thanks to the research facilities of the University 
of Minnesota, and particularly to the genius of 
Dr. E. W. Davis, Professor of Mining Engineer- 


ing, the taconite process was evolved. 
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A visit to the North Shore and Iron Range 
should list high on the travel agenda for any 
Minnesota family this summer. Entire cities have 
mushroomed over night. Cities like Beaver Bay, 
Silver Bay, Taconite City, Hoyt Lake and many 
others. Imagine, if you can, a typical unit of 
a taconite plant a quarter mile long, just a part 
of a $300,000,000 development of one company 
on the North Shore. Dream, if you can, of cranes 
with fourteen-story booms, $250,000 power shov- 
els, $48,000 trucks with 400 horsepower motors 
and $130,000 jet-piercing drills as. just ordinary 
working tools. “It simply defies the imagination,” 
gasped one visitor. “Even when you see it you 
can’t believe it.” 

All Minnesota rejoices with Duluth, the North 
Shore and the Iron Range in the development of 
the taconite industry and the New Frontier. The 
discovery of the taconite process has assured Min- 
nesota the mining industry for another 100 years. 
Once again research has crossed a NEW FRON- 
TIER. 

Greorce A. SELKE, PuH.D. 
Commissioner Minnesota 
Department of Conservation 


REHABILITATION IN PULMONARY 
TUBERCULOSIS» 


The Altro Workshops and Papworth Village 
Settlement continued and grew in spite of oppo- 
sition. Critics forecast disaster to the village. 
First, they said the whole village, especially the 
children, would be wiped out in a hot-bed of tu- 
berculosis, and later, when time was proving them 
wrong, that the children would develop clinical 
disease once they left the shelter of the village for 
open industry and city life. After-histories, now 
into the third generation of original settlers, have 
shown an entirely opposite result, for to date there 
has been no proven case of meningitis, lung or 
bone disease in any child born of a tuberculous 
father after the date of his settlement. 

Every tuberculosis worker will admit that this 
record and the teaching behind it would, in them- 
selves alone, justify the establishment of Papworth. 
That education and segregation of the tuberculous 
are big factors in the avoidance of childhood in- 
fection every worker in tuberculosis will admit; 
we have yet to assess the cost of their loss in the 


present debunking of sanatorium treatment. Bet- 
-.. oF 

This is the third in a series of editorials by the 
author on this subject. 


Aucust, 1956 


ter standards of living have not so far replaced 
this fundamental duty to the public in the matter 
of contact infection. As recently as 1953 an in- 
vestigation in tuberculous households in a town 
in Northern England showed that 4 per cent of 
the children had been infected. 258 were traced. 
Within two years, sixteen had developed skele- 
tal disease, forty-two meningitis or miliary tu- 
berculosis, and thirty-six were dead. The lack 
of ostracism in the community of Papworth, the 
security of work at trade union rates and of 
housing at low rentals, the continued watch on 
chest and general health of the patient and his 
family, and the continual education on the dan- 
gers of gross infection, are all factors in the pro- 
duction of the Papworth record. The exposure 
of the children to many minimal infections but 
no gross infections may be a major factor; it 
may be that they acquire thereby a sound and 
unbreakable immunity for life. Whether this be 
so or not, we know that up to 1950 all the chil- 
dren of Papworth were tuberculin-positive by nat- 
ural infection, usually by the age of thirty months. 
Seventy of the village boys served on the Death 
Railway in Siam, where active disease developed 
among the prisoners in greater proportion than 
in any other prison camp outside the horror camps 
in Germany; yet none of the seventy returned with 
tuberculosis. Since March, 1950, B.C.G. (Pasteur 
Institute) has been given to children born into 
positive households, because of the fear of infection 
by a bacillus resistant to drugs and antibiotics. 
Whatever the result may prove to be, it cannot 
better the past record of one hundred per cent 
success. 

Similar education of the expatient-worker can 
be provided in a sheltered workshop. The teach- 
ing of the sanatorium or the chest clinic on his 
own after-care and on his duty to his contacts 
can be repeated during the months or years of 
controlled work that are found necessary for 
his individual physical and functional disability. 

R. R. Tram, M.D. 
London, England 


THE HISTORY OF GLASS 
CONTAINERS 


After the smoke settled from the American 
Revolution, a few new glasshouses bravely opened 
for business. There were, however, only nine or 


This is the fourth in a series of editorials on this 
subject. 
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ten in the entire country at the time. John Fred- 
erick Amelung came to America from Germany 
in 1784 and established the New Bremen Glass 
Works at Fredericktown, Maryland. Amelung 
failed in 1796, and some of his workers migrated 
across the Alleghenies to western Pennsylvania and 
Ohio to establish a new industry. Glass plants 
were also operating in New Hampshire, Massachu- 
setts and Connecticut at the close of the century. 

Early in the 1800’s, American glassmakers be- 
gan to manufacture the now famous “historical 
flasks” or “memorial bottles.” Emblazoned with 
the likeness of American heroes, presidential can- 
didates, and a smattering of those who were not 
celebrated but wished to be, these bottles soon 
flooded the country. The opening of a canal or a 
railroad, the launching of a steamer, were all fit- 
tingly commemorated in glass, as were slogans, 
emblems and mottos without number. Popular, 
too, was the American eagle which appeared in 
numerous poses on countless bottles, all of which 
were quickly bought by an avid and patriotic 
public. Though they were originally made to 
hold cider or liquor, housewives treasured these 
bottles, refilling them again and again with other 
liquids. 

Manufactured from the early 1800’s until about 
as late as 1870, these historical flasks did much to 
bring bottles into more common use in America. 
As glass containers became more widely appreciat- 
ed, they were put to an ever-increasing number 
of new uses. In 1841, the first nursing bottle was 
patented. In 1858 came the Mason Jar with its 
threaded cap. More and more medicines, requir- 
ing the protection which only glass can give, were 
glass-packed. And, in the middle 1880's, Dr. 
Harvey D. Thatcher perfected the first milk bottle. 

America’s first preserving operations were 
started in 1819, one in Boston, the other in New 
York. In Boston, William Underwood packed 
fruits, pickles and condiments in bottles. In New 
York, Thomas Kensett and Ezra Daggert packed 
the first salmon, lobsters and oysters the same year. 

In 1825, Kensett was granted the first American 
patent on the tin container. American book- 
keepers began to abbreviate “canister” to “can,” 
and a new word was born. The subsequent word 
“canning” came to mean the sterilizing and seal- 
ing of food in airtight containers whether the con- 
tainer was tin or glass, and whether the process 
was done commercially or at home. 

Throughout the 19th century, an ever-increas- 
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ing number of products were packed in glass, and 
an increasing number of glass jars and _botiles 
were thus making their way into American homes, 
Important to note, however, is the fact that every 
single one of these bottles was made in the same 
way that glass bottles had been made for nearly 
two thousand years. Craftsmen gathered molten 
glass on the end of a blowpipe, lowered it into a 
mold, and blew into the pipe for the final shaping. 
At the end of a twelve- to fourteen-hour-day, the 
total output of a blower and four assistants was 
not often more than eighteen dozen bottles. 
Joun M. Foster 
Foster-Forbes Glass Co. 
Marion, Indiana 


PAY TELEVISION? 


The statistics of television are amazing, even in 
an era marked by amazing statistics. Today, 97 
per cent of the American people can watch TV, 
on one or another of 37 million television sets in 
homes from coast to coast. And watch TV they 
do—on an average of five hours a day. 

It’s these TV families, with this TV habit, who 
are in the middle in one of the loudest arguments 
of the brief ten-year history of television. Shall 
a system be started wherein people shall pay for 


programs televised through some of the limited 
number of TV channels? These are the basic 


arguments: 

PRO: To ask a viewer to pay for the programs 
he sees by putting coins into a device on his set 
or by charging them like long distance telephone 
calls is no different than asking a viewer to buy 
a television set. 

CON: Thirty-seven million people have al- 
ready bought television sets under the assumption 
they would pay nothing more to see TV. 

PRO: Pay TV will bring you championship 
prize fights, new movies, and first-rate Broadway , 
plays. 

CON: There aren’t enough championship 
fights, new movies, and first-rate Broadway plays 
in a year to make it worthwhile, even if producers 
were willing to kill the box-office. You can now 
see the World Series, the best of the football 
games, and the Bowl games on your TV set free. 

PRO: Pay TV will provide cultural programs 
such as symphony concerts, ballets, and educa- 
tional features. 


This is one of a series of editorials by Mr. Godt on 
the subject of television. 
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CON: Establishment of a pay TV system in a 
large city would cost millions; operators would 
have to play to the largest possible audiences. 
Concerts, ballets, and educational features don’t 
attract the largest audiences. 

PRO: Pay TV will supplement free TV, not 
take its place. 

CON: If only 5 per cent of the families who 
now watch “The Ed Sullivan Show” would pay 
fifty cents each to see it, they would spend $375,- 
000—or two and a half times what the sponsor 
now pays to bring it to the public free. The 
other 95 per cent who did not pay fifty cents 
would not see the program at all. Inevitably, the 
best of free TV would switch to pay TV; free 
TV would deteriorate; your investment in your 
TV set would be less productive. 

This is not the entire argument, by any means, 
but it’s the basic disagreement. It’s what the 
fight is all about. Only you can decide whether 
pay TV would be best for you. 


GENE GopT 
WCCO Radio and TV 


CONVENIENCE FOODS 


Recently there came to our attention a small 


brochure entitled “A Case for Convenience 
Foods.” It is strange that we fail so often to 
recognize how changing times and customs alter 
and affect our daily living. In this brochure, 
William B. Murphy, president of the Campbell 
Soup Company, points out that as early as 1900 
his company had become interested in the devel- 
opment of special convenience foods, particularly 
in the form of condensed soups. As time has gone 
on, and our mode of living has changed, the con- 
venience foods have increased in number to in- 
clude a great variety of processed canned foods, 
as well as frozen foods, designed for a single pur- 
pose to entire frozen meals, prepared and ready 
to heat and serve. 

In order to develop such a product, reliance 
is placed upon extensive research in agriculture. 
As the agricultural research develops and the 
products on the farm are now ready for the con- 
sumer in the form of convenience foods, it be- 
Comes necessary for research and development in 
new equipment. All this is essential and necessary 
so that the quality and flavor of the foods shall 
be universally uniform as well as uniform for all 
time. Just as in medicine, research and develop- 
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ment have made medical progress possible, so 
here, in a food industry, research and development 
have now brought to the American consumer a 
great variety of “convenience foods.” All these 
products better serve the consumers and play an 
important role in our economic structure. 


JFB. 





EFFECT OF TOBACCO CHEWING ON 
CIRCULATION 


Although the annual consumption of chewing to- 
bacco in the United States is 81 million pounds, prac- 
tically no information is available about its clinical 
or physiological effect and specifically its effect on the 
heart and circulation. Accordingly, habitual male chew- 
ers were studied before, during and after chewing both 
standard commercial (1.53 per cent nicotine) and low 
nicotine (.31 to .47 per cent tobacco). 

Our subjects were twenty-four voluntary habitual 
male chewers whose ages ranged between thirty-four 
and seventy-one (average age 51.1). Each subject 
chewed a full mouthful of low nicotine chewing tobacco 
(gum was used in several subjects as a placebo) and a 
regular commercial brand on the alternative day. The 
average amount of tobacco chewed weighed 10 grams. 
Observations were made in the basal postabsorptive state 
following a rest period of at least 45 minutes. The pulse 
rate was determined from the electrocardiogram, the 
blood pressure was taken by a standard mercury 
sphygmomanometer and the skin temperatures were meas- 
ured in a constant temperature room at 78 degrees F. 
and 40 per cent relative humidity, with continuous 
temperature readings from copper-constantin fine ther- 
mocouples attached to the forehead and the volar sur- 
faces of the fingers and toes. Ballistocardiograms were 
recorded with our high frequency table type research 
instrument. The subjects were supine and unclothed 
and chewed for twenty minutes. 

Conclusion: The chewing of tobacco in an older 
group of habitual male subjects produces increase in 
pulse rates, blood pressures and drop in skin tempera- 
tures, as well as deterioration of .the ballistocardiogram, 
indicating a rather profound cardiovascular effect.— 
Davin L. Stmon, M.D., and associates, University of 
Cincinnati College of Medicine, in paper presented be- 
fore second annual meeting of the American College of 
Angiology, Chicago, June 10, 1956. 





PLEA FOR WALKING CANE 


Doctors should help restore the old walking cane 
to its former fashionable position, believes Dr. Walter 
P. Blount of Milwaukee. In a report to the American 
Academy of Orthopedic Surgeons in Chicago, he said: 
“The cane has medical value to relieve stress, especially 
in persons with bone and joint injuries, in residual 
poliomyelitis resulting in a fatiguing unsightly lurch, 
and in early degenerative disease of the hip.”—-W. D. 
Biount, Medigrams, GP, March 13, 1956. 
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President’s Letter 


CANCER DETECTION IN THE PHYSICIAN’S OFFICE 


Frankly, I cannot understand the reluctance of our Minnesota physicians to 
participate in the program of cancer detection in their own offices. 


I do think some mistakes have been made in the past regarding cancer detection 
and these mistakes have discouraged many physicians. I believe the first mistake 
was made several years ago when societies were prevailed upon to set up free cancer 
detection centers where people could come to have free physical examinations at 
stated times. Under this system, the doctors of the communities donated their 
tt on a rotation basis. The theory apparently was that many people delayed 
examination because they could not afford it. But who appeared for examination? 
Some of your best-paying patients, whom you have been trying to get to have com- 
plete work-ups for some time. Most of these had already had routine histories and 
physical examinations in your offices, but they seemed to think because this was 
a cancer detection center that physical examinations would be different. Again 
it was rather silly to see a radiologist, psychiatrist, an eye, ear, nose and throat 
man or a dermatologist doing rectals and vaginals for detection of cancer. The 
free detection centers soon faded from the picture and rightly. 


Then the University cancer detection center was set up strictly as a research 
project. Its only purpose was to examine asymptomatic individuals in the cancer 
age group—people who believed they were perfectly well—in order to see what 
incidence of asymptomatic cancer could be detected in such a group. 


This detection center has been in operation for several years now, and asymp- 
tomatic cancer has been found in one of each thirty-eight patients examined, 50 
per cent of these found on the first examination and 50 per cent on subsequent 
examinations. 


There are two criticisms to be made of the University cancer detection center, 
as I see it, and neither is the fault of the center itself. 


The first criticism is that the center did not get asymptomatic persons to examine. 
From my own experience and from the experiences of other physicians with whom 
I have talked, I am sure that the majority of those reporting to the center were 
patients who have had multiple symptoms and cancer phobias for several years. 


The second criticism, as I see it, is that it has led the people to think they 
must go to such a center to have early cancer diagnosed. It has created the im- 
pression that any community doctor, no matter how well-equipped with x-ray, 
proctoscopes, vaginal speculum and laboratory facilities, cannot do what they do 
at the detection center. The fact is that on the basis of tabulated examinations 
to date, the private practicing physician is finding the same percentage of cancer, 
including visceral cancers, the same percentage of precancerous lesions, and the 
same percentage of non-cancerous diseases as are found at the detection center. 


This thinking has led to an accumulation of patients applying for admittance to 
the detection center until there is now a back-log of some 7,000 persons waiting to 
be examined. The center is becoming a service center instead of a research center. 


I am afraid these people will continue to wait for their turn at the center until 
many of them will have, not asymptomatic cancer, but possibly inoperable cancer. 
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I do not feel that the nominal fee of $25 is of much influence in their decisions 
to go to the center. 


The University cancer detection center is anxious to refer this back-log of people 
back to their family physicians for examinations. All they ask is that the component 
medical societies agree to use the forms prescribed for the examination and forward 
a copy of the examination to the center for statistical purposes. This seems to be 
the fly in the ointment. Many physicians say they do not believe it is ethical to 
divulge such information to a third party. Some think it is illegal, that they are 
violating the confidence of the patient. I see no reason why the forms could not 
provide a place where the patient could sign his name, thus authorizing you to 
give the information to the detection center, the same as the patient authorizes a 
physician or a hospital to give information from their records to an insurance 
company. If a patient who has a cancer detection work-up refuses to sign for any 
reason, the physician would not report that case to the center. The patient has 
still had a cancer detection examination, and that is the important thing. Cer- 
tainly, those 7,000 people waiting for the center would not refuse to sign, if they 
were referred back to you from the center. 


Our state Cancer Committee has offered what I think is an excellent suggestion: 


“Since the detection center is anxious to obtain asymptomatic cases only, it is suggested 
that the center require each and every applicant to obtain from his doctor a preliminary 
medical history before being admitted to the center. This procedure would serve the fol- 
lowing purposes: 


“1. It would eliminate symptomatic patients from the center. 
“2. It would bring the symptomatic patients to the doctor’s office for early investigation. 


“3. It would afford the asymptomatic patient the opportunity of asking his own physician 
to perform a cancer detection examination without waiting to be examined at the cancer 
detection center.” 


The history required would not be burdensome, would justify an office call 
charge, and would eliminate the symptomatic patient from the center. 


This matter is coming up for consideration at the September meeting of the 
Council, and I am sure your councilman would be glad to hear from you if you 
have any sentiments to express regarding the detection of cancer in your local 
office before that date. Personally, I feel very strongly that it is time we get 
this service back to the physician’s office in his own community. 


President, Minnesota State Medical Association 
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Medical Economics 


PRESIDENT SIGNS MILITARY DEPEN- 
DENTS’ MEDICAL CARE BILL 


President Eisenhower has signed the Military 
Dependents Medical Care bill which will provide 
a system of medical care for the nearly three 
million dependents of members of the armed serv- 
ices. This bill makes medical care a statutory 
right, defines dependents and provides uniform 
benefits for Army, Navy, Air Force, Marine Corps, 
Coast Guard and Commissioned Corps of Coast 
and Geodetic Survey and U. S. Public Health 
Service. This protection for dependents is de- 
‘signed to make military careers more attractive 
and thus help to reduce personnel turnover. 

The act will provide for continuing the practice 
of providing medical care to dependents and re- 
tired personnel at service medical facilities, will 
permit dependents and retired personnel of all the 
uniformed services to obtain available medical care 
at any medical facility of the Army, Navy, Air 
Force or Public Health Service and will require 
the establishment of a system of providing medical 
care through civilian medical facilities for those 
spouses and children of active duty personnel who 
do not have access to service medical facilities. 

The bill will also provide miscellaneous benefits 
such as waiver of subsistence charges for all re- 
tired enlisted personnel and provides for the hos- 
pitalization of dependents in excess of one year 
in unusual cases. 


SENATE AND HOUSE ACTIONS ON 
MATTERS OF MEDICAL INTEREST 


Senate Stalls on 7225 
The Senate was still putting off thorough debate 
on the Social Security bill (7225) early in July. 
At that date the lineup on payments to the dis- 
abled was still so close that physicians were urged 
to contact their senators to voice their opposition 
to this disability proposal. 


Committee Agrees on Narcotics Bill 
A Senate-House conference committee an- 
nounced agreement late in June on a bill that 
would permit the death penalty for peddling 
heroin to minors. It also would stiffen other 
penalties for narcotics violations. 
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The measure, a compromise of separate bills 
passed by the Senate and the House would outlaw 
heroin in the United States except for research 
purposes. It would require all heroin now held to 
be surrendered to the Treasury Department within 
120 days. 

Besides increasing penalties for the possession 
and sale of narcotics, the measure would prohibit 
the use of the telephone, the mails or any other 
communications to carry on illicit drugs traffic. 
It also provides additional authority for the issu- 
ance of search warrants. 

The bill would permit the death penalty to be 
meted out to persons who sell heroin to minors 
if this were recommended by a jury. Without such 
a recommendation, the penalty could be ten years 
to life imprisonment even for a first offense. 


Major Medical Coverage for Federal 
Employes Still in Doubt 
There are opposing camps in the present battle 
over the type of health insurance the U. S. should 
provide for its 2.3 million employes and _ their 
dependents. Blue Cross, Blue Shield, the Ameri- 
can Hospital Association, the Co-operative Health 
Federation and the International Association of 
Machinists as well as the AFL-CIO are for con- 
tributory, basic coverage. The Civil Service Com- 
mission, the Department of HEW and a number 
of Federal employes’ unions are for major medical 
benefits along the lines of H.R. 11630 on which 
the House Civil Service Committee is holding 
public hearings at the present time. 


AMA and AHA Testify on Civil Defense Problems 


The American Medical Association and_ the 
American Hospital Association recently presented 
testimony on civil defense matters at a hearing 
conducted by the military operations subcommittee 
of the House Committee on Government Opera- 
tions. Dr. Harold C. Lueth and Frank Barton of 
the AMA Council on National Defense said a 
practical medical defense program still remains 
to be achieved. Dr. Lueth said it is time to begin 
considering organization of full and part-time per- 
sonnel rather than relying on volunteers. 
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MEDICAL ECONOMICS 


National Medical Library Site Discussed 


The House Administration Committee has heard 
from backers of a plan to place the proposed Na- 
tional Library of Medicine in Chicago. 

The Senate has passed the bill converting the 
Armed Forces Medical Library into a National 
Library of Medicine and authorizing the appro- 
priation of sufficient funds to erect a new building. 
This library would be part of the Public Health 
Service with a Board of Regents to be appointed 
by the President. 


Omnibus Bill Moves Ahead 


The five-part S. 3958 was approved by the 
House Commerce Health subcommittee recently. 
The five proposals would provide advanced train- 
ing to public health personnel, would train 
more nurses for teaching and supervisory positions, 
would earmark $5 million a year for practical 
nurse training, would extend the hospital con- 
struction program for two years and would au- 
thorize a new program of Federal grants in the 
field of mental health. 


Sickness Survey Bill Passed 


The House passed the sickness survey bill (S. 
3076) and Senate concurrence in minor changes 
made in the House Commerce Committee was 
anticipated. The White House is asking $780,000 
to get the survey underway. The Public Health 
Service is already developing plans for a twenty- 
member Washington staff and personnel for field 
duty. 

Senate Passes Bill to Aid Mentally- 
Retarded Children 

The Senate has passed S. 3620 designed to en- 
courage expansion of teaching and research in the 
education of mentally retarded children through 
grants to institutions of higher learning and to 
State educational agencies. 


Water Pollution Bill Passes Both Houses 


Both branches of Congress have passed water 
pollution control legislation. In many respects the 
House and Senate versions are similar in authoriz- 
ing continued Federal-State co-operation in the 
development of comprehensive programs for the 
control of pollution. Such legislation would also 
increase and broaden technical assistance to States, 
expand use of grants by State and interstate agen- 
cies for water pollution control work and other 
measures for improved water pollution control. 
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Loan Rules for Nursing Homes, Hospitals Fixed 


The Small Business Administration, a Federal 
agency, is now ready to make loans to proprietary 
nursing homes, hospitals and “similar privately- 
owned health facilities.” Medical and dental labo- 
ratories will be eligible for government loan assist- 
ance provided they are operated for profit like the 
hospitals and nursing homes. 


CONFERENCE ON AGING 


Almost 250 top state and federal officials most 
concerned with the problems of older people par- 
ticipated in the Federal-State Conference on Ag- 
ing held in Washington in June. The participants 
outlined goals for improving services in the field 
of aging and made specific recommendations with 
respect to Federal and State responsibilities, or- 
ganization as well as practical techniques. 

The nearly fifty recommendations fell under 
the following broad areas of subject matter: em- 
ployment, vocational rehabilitation and _ retire- 
ment; income maintenance; physical and mental 
health; education and recreation; housing and 
living arrangements and organization and func- 
tions in the states. 


COMBATTING MALPRACTICE ACTIONS 


J. Joseph Herbert, chief legal counsel for the 
Michigan State (Medical Society, has suggested 
several steps a physician may take to protect him- 
self from the moment any patient indicates 
dissatisfaction : 


1. If the patient hints he thinks something was wrong, 
treat him with polite but noncommittal formality. 
Above all don’t gratuitously assume the blame for a 
bad result. Speak in carefully chosen phrases. 


2. At the first hint of a malpractice claim, notify 
your insurance company. Don’t wait until the word 
“lawsuit” is mentioned. 


3. If suit seems possible, immediately review your 
office records and any relevant hospital records. 


4. Always be completely frank with your own lawyer 
and with your insurance company’s lawyers. 


5. If you suspect a suit is brewing, seek out your 
own colleagues for advice and help. 


MEDICAL STUDENTS’ INCOME 
SOURCES LISTED 


The most important sources of medical students’ 
income in 1955-56 were vacation earnings, per- 
sonal earnings of the student during the year, 
earnings of the student’s wife, gifts from parents 
and the G.I. bill, according to figures from the 
Association of American Medical Colleges. The 
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largest average amount of income was wives’ 
earnings. 

Last year the largest group of medical students 
(33 per cent) came from families in which the 
father was a laborer or in lower levels of business. 
Only 10 per cent were children of physicians while 
25 per cent were children of executives or men in 
managerial positions and 16 per cent children of 
persons in professions other than medicine. The 
fathers of 16 per cent were deceased, retired or 
unemployed. 


MEDICAL COSTS NOT HIGHLY 
CRITICIZED 

Medical costs in general come in for less criti- 
cism than other living costs, according to a report 
on a national survey of opinions released by the 
Health Information Foundation. Only 26 per 
cent of the adult population believes that the 
cost of medical care is much too high while 40 
per cent thinks food prices are out of reason. 


MEDICAL SURVEYS OF INTEREST 


The Physician’s Vacation Habits 

According to a recent survey, nearly 10 per 
cent of U. S. physicians in independent practice 
work fifty-two weeks a year. Others took two or 
more vacations during 1955. Favorite months for 
vacationing rank in this order: August, July, 
June, September, October. Most drive in their 
own cars to vacation spots; more than 30 per cent 
favor seashore vacations and states that drew the 
majority of travelers were Florida, New England 
and the Rocky Mountain area. 

Fishing is the most popular diversion followed 
by sightseeing, swimming and golf. 

Almost half of the doctors surveyed reported 
that they try to travel without disclosing the fact 
that they are physicians, but they seldom succeed. 
A general practitioner from Connecticut, for ex- 
ample, visited a medical friend in Florida last year 
and was prevailed upon to cover for him while he 
attended a three-day medical convention. 


Most Physicians Over Sixty-Five Still in Practice 


A questionnaire sent to physicians over sixty- 
five, the conventional age of retirement, reveals 
that: (1) eight of every ten are still in active 
practice; (2) one of every two sees more than 
forty patients in an average week; (3) one of 
every four treats patients of all ages; one of 
every two sees chiefly patients between forty and 
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sixty; (4) one of every four will handle all types 
of cases; three of every four do not accept surgical 
cases. 


More Registered Nurses in Medical Offices 


In the past ten years there has been a 500 per 
cent increase in the number of registered nurses 
working in medical offices. The total now stands 


at 35,200. 


Marriage and Divorce Among Physicians 


A study of a large group of American physicians 
shows that 95 per cent are married (one-third of 
them to nurses) and 90 per cent are married to 
their original wives. The U. S. divorce rate is 
19.6 per cent but only 6 per cent of the doctors 
have been divorced and most of these have re- 
married. Fewer than 14 per cent are childless; 
the typical doctor is a father of three. 


Survey on Ambulance Licensing Laws 


The Tennessee State Medical Association con- 
ducted a survey on ambulance licensing laws and 
concluded that such laws are gravely inadequate 
in forty-five states. Only three states require first 
aid training for ambulance personnel and only two 
states require ambulances to even carry first-aid 
equipment. 


NEW GRANTS FOR VITAMIN, NUTRITION 
RESEARCH 

Twelve new grants, for a total of $84,295.20 to 
American universities throughout the country, will 
augment the extensive program of clinical and 
laboratory research in the fields of vitamins and 
nutrition of the National Vitamin Foundation, 
Inc. The new grants became effective July 1. 





ACTIVITIES OF THE SEARS, ROEBUCK ; 
FOUNDATION 


(Continued from Page 535) 


Addresses to which application should be sent: 


Pacific Coast: 2650 Olympia Boulevard, Los Angeles 
54, California. 


Southwestern: 1409 South Lamar Street, Dallas 2, Texas. 
Midwest: 8 Congress Street, Chicago 5, Illinois. 
South: 675 Ponce de Leon Avenue, Atlanta, Georgia. 


East: 4640 Roosevelt Boulevard, Philadelphia 32, 
Pennsylvania. 
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American Medical Association 


PROCEEDINGS OF THE HOUSE OF DELEGATES 
June 11-15, 1956—Chicago, Illinois 


Hospital accreditation, evaluation of graduates of 
foreign medical schools, private practice by medical 
school faculty members, federal aid to medical educa- 
tion and premature publicity on new drugs were among 
the major subjects acted upon by the House of Dele- 
gates at the American Medical Association’s 105th 
Annual Meeting held June 11-15, 1956, in Chicago. 


Dr. David B. Allman, surgeon of Atlantic City, N. J., 
was named unanimously as president-elect for the coming 
year. A member of the AMA Board of Trustees since 
1951 and also chairman of the Committee on Legisla- 
tion, Dr. Allman will become president of the American 
Medical Association at the June, 1957, meeting in New 
York City. He will succeed Dr. Dwight H. Murray of 
Napa, Calif., who took office at the Tuesday evening 
inaugural program in the Chicago Civic Opera House. 

The House of Delegates selected Dr. Walter L. 
Bierring of Des Moines, Iowa, as recipient of the 1956 
Distinguished Service Award of the American Medical 
Association for his long and outstanding contributions 
to medicine and humanity. Dr. Bierring, a past presi- 
dent of the AMA, was honored for his achievements 
in the fields of public health and medical examining 
board work. He formally accepted the award at the 
Tuesday inaugural program. 

Total registration at the end of the fourth day of the 
meeting was 22,394, including 9,793 practicing physicians 
and 12,601 residents, interns, medical students and 
guests, 


Hospital Accreditation 


The House of Delegates approved the report of the 
Committee to Review the Functions of the Joint Com- 
mission on Accreditation of Hospitals, which was ap- 
pointed by the Speaker as a result of action taken at 
the June, 1955, meeting. The Committee came to the 
following conclusions: 


1. Accreditation of hospitals should be continued. 

2. The Joint Commission should maintain its present 
organizational representation. 

3. The Board of Trustees should report annually to 
the House of Delegates on the activities of the Joint 
Commission. 

4. Physicians should be on the administrative bodies 
of hospitals. 

5. General practice sections in hospitals should be 
encouraged. 

6. Staff meetings required by the Joint Commission 
are acceptable, but attendance requirements should be 
set up locally and not by the Commission. 

1. The Joint Commission should not concern itself 
with the number of hospital staffs to which a physician 
may belong. 

8. The Joint Commission is not and should not be 
punitive, 

9. The Joint Commission should publicize the method 
of appeal to hospitals that fail to receive accreditation. 
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10. Reports on surveys should be sent to both ad- 
ministrator and chief of staff of hospital. 


11. Surveyors should be directly employed and super- 
vised by the Joint Commission. 

12. Surveyors should work with both administrator 
and staff. 

13. New surveyors should receive better indoctrina- 
tion. 


14. Blue Cross and other associations should be re- 
quested not to suspend full benefits to non-accredited 
hospitals until those so requesting have been inspected. 


15. The American Medical Association should con- 
duct an educational campaign for doctors relative to 
the functions and operations of the Joint Commission. 


16. The Committee also suggests that the American 
Medical Association and the American Hospital Asso- 
ciation encourage educational meetings for hospital 
boards of trustees and administrators either on state or 
national levels to acquaint these bodies with the func- 
tions of accreditation. 


17. This Committee asks to be discharged upon sub- 
mission of this report to the House of Delegates. 

The House also approved a reference committee 
suggestion that the following statement be added to 
strengthen the report: 


The Committee recommends that the commissioners 
to the Joint Commission on Accreditation of Hospitals, 
appointed by the Board of Trustees of the American 
Medical Association, urge that Commission to study: 


1. The problems of the exclusion from hospitals and 
arbitrary limitation of the hospital privileges of the 
general practitioner, and 


2. Methods whereby the following stated principles 
may be achieved: 


The privileges of each member of the medical staff 
shall be determined on the basis of professional qualifica- 
tions and demonstrated ability. 


Personnel of each service or department shall be 
qualified by training and demonstrated competence and 
shall be granted privileges commensurate with their 
individual abilities. 


Graduates of Foreign Medical Schools 


The House of Delegates approved in principle a 
program for the evaluation of graduates of foreign 
medical schools seeking hospital positions in the United 
States. The proposed program was developed by the 
Co-operating Committee on Graduates of Foreign 
Medical Schools, representing the AMA Council on 
Medical Education and Hospitals, American Hospital 
Association, Association of American Medical Colleges 
and Federation of State Medical Boards of the United 
States. ; 


The following principles were emphasized by the 
Council on Medical Education and Hospitals in its 
report recommending AMA participation in the program: 
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1. Although the responsibility to share education 
opportunities in medicine is recognized, the primary 
concern must be for the health care of the American 
public. Thus, before assuming responsibility for the 
care of patients as interns or residents, all graduates of 
foreign medical schools (immigrants, exchange students 
and American graduates of foreign medical schools) 
should give evidence, as nearly as can be measured, of 
having reached a level of educational attainment com- 
parable to that of students in American schools at the 
time of graduation. 


2. The primary objective of this Committee is to 
devise an effective mechanism for measuring educational 
attainment in the absence of intimate and continuing 
knowledge of the educational background of foreign- 
trained physicians. This mechanism should provide 
hospitals with pertinent information regarding the 
medical qualifications of foreign-trained physicians 
seeking positions as interns or residents. It should not 
interfere with the hospital’s privilege of making its own 
selection among qualified physicians, nor should it serve 
as a substitute for or interfere with the normal licensure 
procedures of the various state boards. 


3. It is not intended that this mechanism be ap- 
plicable to those foreign medical school graduates in 
this country as temporary students participating in pro- 
grams of medical and related studies in recognized 
universities, medical schools and postgraduate schools, 
who by the very nature of their study are not involved 
in the responsibility of patient care. 

The proposed plan calls for establishment of a central 
administrative organization to evaluate the medical 
credentials of foreign trained physicians desiring to serve 
as interns or residents in American hospitals. Basic 
requirements would include satisfactory evidence of at 
least 18 years of total formal education including a 
minimum of 32 months in medicine exclusive of any 
time which in this country would be considered as pre- 
medical study or internship. Applicants with satisfactory 
credentials would take a screening examination to deter- 
mine their medical knowledge and their facility with the 
English language. Successful applicants then would be 
certified to hospitals and other interested organizations, 
with the approval of the foreign-trained physician con- 
cerned. 


Private Practice by Medical School 
Faculty Members 


Another major action by the House involved the 
problem of private practice by medical school faculty 
members, which has been under study by the Com- 
mittee on Medical and Related Facilities of the Council 
on Medical Service. The House adopted a Council 
report which stated: 


“It shall be the policy of the American Medical Asso- 
ciation that funds received from the private practice of 
medicine by salaried members of the clinical faculty 
of the medical school or hospital should not accrue to 
the general budget of the institution and that the initial 
disposition of fees for medical service from paying 
patients should be under the direct control of the doctor 
or doctors rendering the service.” 


It was further recommended that adequate liaison be 
developed and maintained between each county medical 
society and any medical school or schools in its area; 
that the Council on Medical Education and Hospitals 
and the Association of American Medical Colleges urge 
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all medical schools to assist and work with medical 
societies in developing such liaison, and that publicity 
emanating from a medical school should be in good taste 
and of a type which has the approval of the general 
medical community in that area. 


The adopted report also said: 


“Tt is not in the public or professional interest for a 
third party to derive a profit from payment reccived 
for medical services, nor is it in the public or pro- 
fessional interest for a third party to intervene in the 
physician-patient relationship.” 


Federal Aid to Medical Schools 


One of the most controversial subjects of debate on 
the floor of the House was a resolution expressing strong 
opposition to S. 1323, a bill in Congress providing for 
one-time, matching grants to medical schools for con- 
struction purposes. The Association in recent years has 
been supporting such legislation in principle, with certain 
reservations concerning details of some provisions. The 
House reaffirmed that policy by approving a reference 
committee statement which said: 

“We appreciate the intent with which this resolution 
was introduced, but at the same time we feel that there 
are many economic and geographical factors involved, 
which might not make this resolution practical on a 
national level. Inasmuch as no evidence was offered to 
this Committee to justify a change in the previously 
declared policy of the House of Delegates, your Com- 
mittee recommends that this resolution be not adopted.” 


Premature Drug Publicity 


The House adopted .a substitute resolution which 
read: 


“WHEREAS, In recent years, events have indicated the 
necessity for a closer liaison between the pharmaceutical 
manufacturer’ and the American Medical Association; 
an 

“WHEREAS, In view of the tremendous number of new 
drugs being developed and the expanding research pro- 
grams in medical colleges, clinics and hospitals being 
financed by the drug industry, it is imperative that the 
manufacturer and the medical profession develop co- 
operatively guiding principles which will protect the 
American people from being subjected to the premature 
release of information pertaining to new products or 
techniques; and 

“WHEREAS, Competition within the pharmaceutical 
industry has become extremely keen so that in the ad- 
vertising of their products drug manufacturing firms 
have been forced into the expenditure of larger and 
larger sums of money and in increasingly broader fields 
of advertising; therefore be it : 

“RESOLVED, That the Board of Trustees of the 
American Medical Association appoint a liaison com- 
mittee to meet with representatives of the pharma- 
ceutical manufacturers to accomplish this objective.” 


Miscellaneous Actions 


Among many other actions on a wide variety of 
subjects, the House also: 

Approved a Board of Trustees statement on Social 
Security which included the following: “It is imperative 
that we distinguish clearly between this problem of 
coverage of physicians and the far more dangerous dis- 
ability proposal. The fact should be recognized that 
the shape of medical practice in the future is not directly 
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related to the inclusion or exclusion of physicians under 
OASI. It is a matter of vital importance to us as in- 
dividuals, but it cannot, per se, stimulate further govern- 
ment intrusion into medical care. On the other hand, 
the disability amendment obviously brings the Social 
Security Administration closer to the regulation of 
medical care than ever before.” 

Adopted a resolution amending the By-laws to provide 
that the Vice President, Treasurer, Speaker and Vice 
Speaker of the House of Delegates shall be ex-officio 
members of the Board of Trustees with all the rights 
and duties of the Board without the right to vote. 

Increased membership of the Council on Medical 
Service from six to nine active or service members and 
eliminated all ex officio members except the immediate 
Past President. 

Directed the Council on Medical Service and the 
Council on Industrial Health to reconsider the “Guiding 
Principles for Evaluating Management and Union 
Health Centers” through their Joint Committee on 
Medical Care for Industrial Workers and to so revise 
the guides that they conform completely with the Prin- 
ciples of Medical Ethics. 

Authorized the Committee on Federal Medical Serv- 
ices to make a continuing study of all aspects of VA 
medical activities under the basic policy established in 
June, 1953, and suggested reconsideration of the 
temporary exceptions made at that time with respect to 
neuropsychiatric and tuberculous disorders. 

Recommended that the Board of Trustees select New 
York City as the place of the 1961 annual meeting. 


Opening Session 

At the Monday opening session, Dr. Elmer Hess, 
outgoing AMA President, warned that the medical pro- 
fession must be prepared to face an all-out drive by 
some labor groups for national compulsory health in- 
surance. Dr. Dwight H. Murray, then President-Elect, 
told the House that general practitioners and specialists 
must guard against ‘“‘any cleavage within our profession,” 
and he urged strength through unity. 

Dr. Lowell T. Coggeshall, special assistant to Secre- 
tary Marion B. Folsom of the U. S. Department of 
Health, Education and Welfare, assured the House that 
the over-all medical objectives of HEW are in accord 
with those of the AMA. A memorial plaque honoring 
the late Carl M. Peterson, secretary for 17 years of the 
AMA Council on Industrial Health, was presented by 
Dr. Ross McIntire on behalf of the President’s Com- 
mittee on Employment of the Physically Handicapped. 
The Illinois State Medical Society presented a check 
for $164,940 to the American Medical Education 
Foundation. 


Inaugural Program 


Dr. Murray, in his inaugural address at the Tuesday 
evening ceremony in the Chicago Civic Opera House, 
declared that “what we need most in medicine today is 
to find some way of combining modern scientific methods 
with the personal, friendly touch of the old-time family 
doctor.’ The inaugural program, which included the 
Bluejacket Choir of the U. S. Naval Training Center 


Avcust, 1956 


at Great Lakes, Ill., was telecast over Station WBKB 
in Chicago. 
Election of Officers 


In addition to Dr. Allman, the new President-elect, 
the following officers were elected: 

Dr. F. S. Crockett of Lafayette, Ind., Vice President; 
Dr. George F. Lull of Chicago, Secretary; Dr. J. J. 
Moore of Chicago, Treasurer; Dr. E. Vincent Askey, of 
Los Angeles, Speaker, and Dr. Louis Orr, of Orlando, 
Fla., Vice Speaker. 

Dr. Julian Price of Florence, S. C., was re-elected to 
the Board of Trustees, and Dr. Hugh Hussey of 
Washington, D. C., was named to succeed Dr. Allman. 
Dr. Robertson Ward of San Francisco, was elected to 
the Judicial Council to succeed Dr. Walter F. Donald- 
son. 

Re-elected to the Council on Medical Education and 
Hospitals were Dr. Guy A. Caldwell of New Orleans 
and Dr. John W. Cline of San Francisco. Dr. Walter 
E. Vest of Huntington, W. Va., was named to succeed 
Dr. Louis A. Buie on the Council on Constitution and 
By-laws. 

Elected to the Council on Medical Service were Dr. 
Carlton Wertz of Buffalo, N. Y., to succeed himself, 
and Dr. J. F. Burton of Oklahoma City to succeed the 
late Dr. A. C. Scott, Jr., of Texas. Named for the 
three new places created on the Council on Medical 
Service were Dr. Thomas Danaher of Torrington, Conn. ; 
Dr. R. M. McKeown of Coos Bay, Ore., and Dr. Lafe 
Ludwig of Los Angeles. 


J. ARNotD BarcEN, M.D., Rochester 
O. J. CampsBELL, M.D., Minneapolis 
GerorcEe Eart, M.D., Saint Paul 


F. J. Extas, M.D., Duluth 
Delegates to the American Medical 
Association. 





In Memoriam 





ARTHUR V. GARLOCK 


Dr. Arthur V. Garlock, prominent Bemidji physician 
and former mayor of his community, died June 24, 
1956. He was seventy-one years old. 

A graduate of Northwestern University Medical 
School, he took postgraduate work at the Medical Re- 
search Study Club, Los Angeles, and at George Washing- 
ton University, Washington, D. C. 

Dr. Garlock had practiced medicine in Bemidji since 
1914; he served as mayor in 1921 and 1922. An eye, 
ear, nose and throat specialist, he was on the staff of 
the Lutheran Hospital of Bemidji. 

Dr. Garlock was a member of the Upper Mississippi 
Medical Society, the Minnesota State Medical Associa- 
tion and the American Medical Association. 

He is survived by his wife, Mabel, one daughter, and 
one son. 
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Meetings and Announcements 


MEDICAL MEETINGS 
STATE 


Minnesota Society of Obstetrics and Gynecology, fall 
meeting, Rochester, Minnesota, September 22. Dr. Ed- 
ward A. Banner, secretary, Rochester, Minnesota. 


Northern Minnesota Medical Association, annual 
meeting, Alexandria, September 7 and 8. 

Southern Minnesota Medical Association, annual 
meeting, New Ulm, September 10. 


NATIONAL 


American Association of Blood Banks, ninth annual 
meeting, Somerset Hotel, Boston, Massachusetts, Sep- 
tember 3-5. Secretary Marjorie Saunders, 725 Doc- 
tors Building, 3707 Gaston Ave., Dallas, Texas. 


American Heart Association, 29th annual scientific ses- 
sion, Cincinnati, Ohio, October 26-29. Write American 
Heart Association, 44 East 23rd Street, New York 10, 
New York. 


Diseases of the Chest, 11th annual postgraduate 
course, Hotel Knickerbocker, Chicago, Illinois, October 
15-19. 


Diseases of the Chest, ninth annual postgraduate 
course, Park-Sheraton Hotel, New York, New York, 
November 12-16. 


Centennial Exposition, 100th anniversary of the 
Academy of Medicine ot Cincinnati, Music Hall, Cin- 
cinnati, Ohio, February 27-March 5, 1957. 


Minnesota-Dakota-Manitoba Orthopedic Society, an- 
nual meeting, Red Wing, Minnesota, September 7 and 8. 
Dr. Hollis Ahlrin, secretary, Rapid City, South Dakota. 


National Society for Crippled Children and Adults, 
annual convention, Hotel Statler, Washington, D. C., 
October 28-31. 


Postgraduate Medical School of New York Univer- 
sity—Bellevue Medical Center, eight-week course in 
occupational medicine, September 10-November 2. Write 
Dean, N.Y.U. Postgraduate Medical School, New York 
16, New York. 


University of Illinois Department of Otolaryngology, 
Annual Assembly in Otolaryngology, October 1-7. 
Write Department of Otolaryngology, 1853 West Polk 
Street, Chicago 12, Illinois. 


INTERNATIONAL 


European Congress of Cardiology, Stockholm, Sweden, 
September 10-14. Dr. Karl. E. Grewin, secretary, Soder- 
sjukhuset, Stockholm, Sweden, 
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Inter-American Congress of Cardiology, Havana, 
Cuba, November 4-10. Dr. Ramon Aixala, Apartado 
2108, Havana, Cuba. 


Inter-American Conference on Occupational Medicine 
and Toxicology, Miami, Florida, September 3-7. Spon- 
sored by the schools of medicine of University of Miami 
and University of Havana, Cuba. General chairman, 
Dr. Homer F. Marsh, dean, School of Medicine, Uni- 
versity of Miami. 


International Cancer Cytology Congress, Chicago, 
Illinois, October 9-11. 


International College of Surgeons, 21st annual con- 
gress, United States and Canadian sections, Palmer 
House, Chicago, Illinois, September 9-13. 


International Congress of Clinical Chemistry, Hotel 
New Yorker, New York, September 9-14. Secretary, 
John G, Reinhold, 711 Maloney Building, University 
of Pennsylvania, Philadelphia 4, Pennsylvania. 


International Congress of Internal Medicine, Madrid, 
Spain, September 19-23. Dr. J. C. DeOya, secretary, 
No. 90, Madrid, Spain. 


International Congress of International College of 
Surgeons, Palmer House, Chicago, Illinois, September 
9-13. Dr. Max Thorek, secretary general, 1516 Lake 
Shore Drive, Chicago, Illinois. 


Pan American Congress on Cancer Cytology, Miani, 
Florida, January 8-12, 1957. Dr. J. Ernest Ayre, chair- 
man, 1155 N. W. 14th St., Miami, Florida. 


Pan-Pacific Surgical Association, seventh congress, 
Honolulu, Hawaii, November 14-22, 1957. Write Dr. 
F. J. Pinkerton, director-general of the Pan-Pacific 
Surgical Association, Room 230, Young Building, Hono- 
lulu, Hawaii. 


Second World Conference on Medical Education, 
World Medical Association, Chicago, Illinois, August 30 
to September 4, 1959. 


World Medical Association, Havana, Cuba, October 
9-15. Dr. Louis H. Bauer, secretary general, 345 East 
46th St., New York 17, New York. 





SPECIAL NOTICE 


The dates for the 104th annual meeting of the 
Minnesota State Medical Association have been 
changed. The meeting, scheduled for St. Paul, 
will be held May 13, 14 and 15, 1957, instead of 
May 20, 21, 22 as previously announced. 
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MEETINGS AND ANNOUNCEMENTS 


NORTHERN MINNESOTA MEDICAL 
ASSOCIATION ANNUAL MEETING 


The annual meeting of the Northern Minnesota 
Medical Association will be held at Alexandria on 
September 7 and 8. Registration will be at the Alexan- 
dria Clinic. Discussion periods will follow each of the 
papers presented. The program for the meeting is as 
follows: 

Friday, September 7 
Morning, starting at 10:00 a.m. 

“A Plan for the Routine Study of Infertile Couples” 
—Dr. H. D. Clapp, Crookston. 

“When, Where and What to Biopsy’—Dr. A. C. 
Aufderheide, Duluth. 

“The Tranquilizing Drugs’—-Dr. Raymond N. Bieter, 
Minneapolis. 

‘Diagnosis and Management of Solitary Circum- 
scribed Lesions of the Lung”’—Dr. C. H. Hodgson, 
Rochester. 

Business meeting at end of morning session. 


Afternoon 

“What Should Be Done with the Patient with a 
Non-toxic Adenomatous Goiter?”—Dr. O. J. Campbell, 
Minneapolis. 

‘Diarrhea in Infants and Children”—Dr. T. E. Reich- 
elderfer, Minneapolis. 

“Panel Discussion on Anemias—(Diagnosis) Dr. 
J. B. Moyer, Duluth; (Treatment) Dr. R. N. Bieter, 
Minneapolis. 


Evening 


Annual Banquet. Speaker: Dr. Corrin H. Hodgson 
—“Africa, A Changing Continent.” 


Saturday, September 8 
Morning 
Clinico-Roentgen- Pathological Conference. Con- 
ducted by Dr. H. G. Moehring, Duluth. 


SOUTHERN MINNESOTA MEDICAL 
ASSOCIATION ANNUAL MEETING 


The annual meeting of the Southern Minnesota Medi- 
cal Association will be held at Turner Hall, New Ulm, 
on September 10. The morning session will begin at 
9:30 a.m. The program is as follows: 


Morning 

“Case Report: Obstetric Hemorrhage into the Broad 
Ligament”—Dr. Cornelius A. Saffert, New Ulm. 

“The Retarded Child: Diagnosis and Treatment”— 
Dr. W. S. Chalgren, Mankato. 

“The Degenerative Low Back Syndrome”’—Dr. Don- 
ald R. Lannin, St. Paul. 

“Hypnotic Treatment of Neurodermatitis in Twenty 
Cases’—Dr. Otto B. Fesenmaier, New Ulm. 

“Current Advances in Antibiotic Therapy”—Dr. J. E. 
Geraci, Rochester. 

“Excision of Lower Cervical Lymph Nodes: Its Role 
in Diagnosis”—Dr. O. H. Beahrs, Rochester. 


Aucusr, 1956 


“Case Report: Afibrinogenemia, with Brief Review 
of Literature’”—Dr. George R. McNear, Jr., Mankato. 


Afternoon 


“Extra-thyroidal Hypermetabolism Associated with 
Pheochromocytoma”—Dr. D. A. Scholz, Rochester. 

“Subdural Empyema of the Brain: Diagnosis and 
Treatment’—Dr. Alfred Uihlein, Rochester. 

“Office Diagnosis and Treatment of Sinusitis’—Dr. 
John C. Lillie, Rochester. 

“The Management of Aneurysms of the Thoracic and 
Abdominal Aorta”—Dr. J. W. Kirklin, Rochester. 

“Impending Occlusion of Central Retinal Vein and 
Its Treatment’”—Dr. Vernon L. Lindberg, Minneapolis. 

“Chorioepithelioma”—Dr. Harry B. Neel, Albert 
Lea. 

“Newer Concepts in the Treatment of Ulcerative 
Colitis’—Dr. Loren E. Nelson, St. Paul. 

“Use of Intramedullary Nails in the Treatment of 
Pathologic Bone Conditions’—Dr. E. W. Johnson, Jr., 
Rochester. 

“Obstructive Uropathies in Children’—Dr. Bruce 
Linderholm, Minneapolis. 


Dr. W. H. Halloran, Jackson, is president of the 
Southern Minnesota Medical Association; Dr. C. F. 
Stroebel, Rochester, is first vice president; Dr. Leo R. 
Prins, Albert Lea, second vice president, and Dr. G. R. 
Diessner, Rochester, secretary-treasurer. 


The four officers plus Dr. David P. Anderson, Austin, 
make up the executive committee. Other association 
committees are: 

Program: Dr. C. F. Stroebel, Dr. William S. Chal- 
gren, Mankato, and Dr. Edward J. Richardson, St. 
Paul. Nominations: Dr. David P. Anderson, Dr. W. A. 
Merritt, Rochester, and Dr. Leonard M. Ellertson, Al- 
bert Lea. New Members: Dr. Otto B. Fesenmaier, New 
Ulm, and Dr. E. T. Maitland, Jackson. Necrology: Dr. 
Stanley T. Kucera, Northfield, and Dr. Paul C. Leck, 
Austin; Resolutions: Dr. E. W. Johnson, Jr., Rochester 
Dr. Charles G. Sheppard, Hutchinson, and Dr. J. A. 
Cosgriff, Olivia. Gifts and Awards: Dr. Leo R. Prins, 
Dr. W. E. Wellman, Rochester, Dr. Lewis I. Younger, 
Winona, and Dr. Edwin A. Kilbride, Worthington. 
Local Arrangements: Dr. Fred H. Dubbe, Dr. Albert 
Fritsche, Dr. Otto J. Seifert, Dr. Milton Kaiser and 
Dr. Otto B. Fesenmaier, all of New Ulm. 


MINNESOTA ACADEMY OF 
GENERAL PRACTICE 


The Minnesota Academy of General Practice an- 
nounces the Sixth Annual Fall Refresher, to be held at 
the Prom Ballroom, St. Paul, Minnesota, Wednesday, 
October 17, 8:30 a.m. to 5:30 p.m. Fourteen lecturers 
will cover a variety of subjects, and the luncheon 
speaker will be Dr. Claude J. Beck, Cleveland, Ohio. 
Also speaking will be Dr. Micheal J. Wohl, Philadelphia, 
Pennsylvania, and Dr. James L. Dennis, Oakland, 
California. 

Registration fee including the luncheon is $10.00 and 
inquiries should be addressed to Dr. James A. Blake, 15 
Ninth Avenue South, Hopkins, Minnesota. 


563 








MEETINGS AND ANNOUNCEMENTS 


CONTINUATION COURSES 


Medical continuation courses to be presented at the 
Center for Continuation Study, University of Minnesota, 
are as follows: 


September 25-27 Pediatrics for Pediatricians 
October 18-20 
October 22-24 
November 5-9 
November 19-21 Fractures for General Physicians 


Techniques in General Practice 
Gynecology for General Physicians 
Radiation Therapy for Radiologists 


For further information concerning the above courses, 
write to the Director, Department of Continuation Med- 
ical Education, 1342 Mayo Memorial, University of 
Minnesota, Minneapolis 14, Minnesota. 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY EXAMINATIONS 


Applications for certification for the 1957 Part I 
examinations for the American Board of Obstetrics and 
Gynecology are now being accepted. For further infor- 
mation write Dr. Robert L. Faulkner, Secretary, 2105 
Adelbert Road, Cleveland 6, Ohio. 


AMERICAN COLLEGE OF 
GASTROENTEROLOGY COURSE 


The annual course in postgraduate gastroenterology, 
sponsored by the American College of Gastroenterology, 
will be presented at The Roosevelt, New York, New 
York, on October 18-20. The course will be under the 
direction and co-chairmanship of Dr. Owen H. Wangen- 
steen, professor of surgery at the University of Minne- 
sota Medical School. Dr. I. Snapper, director of medical 
education, Beth-El Hospital, Brooklyn, New York, will 
be medical co-ordinator for the course. 

For further information write the American College 
of Gastroenterology, Department P.G., 33 West 60th 
Street, New York 23, New York. 


POSTGRADUATE COURSES AT 
NEW YORK UNIVERSITY 


Twenty-six courses in postgraduate medicine are being 
offered by the Postgraduate Medical School of New 
York University during the month of October. They 
are part of nearly 200 such courses available at the 
school during the coming academic year. Further infor- 
mation can be obtained from the Dean, New York 
Postgraduate Medical School, 550 First Avenue, New 
York 16, New York. 


AMERICAN GOITER ASSOCIATION 
AWARD 


The American Goiter Association again offers the 
Van Meter Prize Award of $300 and two honorable 
mentions for the best essays submitted concerning origi- 
nal work on problems related to the thyroid gland. The 
award will be made at the annual meeting of the 
association, which will be held in the Hotel Statler, 
New York, New York, May 28, 29 and 30, 1957. 
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Competing essays may cover either clinical or re. 
search investigations, should not exceed 3,000 words in 
length and must be presented in English. Duplicate 
typewritten copies, double spaced, should be sent to the 
Secretary, Dr. John C. McClintock, 1491/2 Washington 
Avenue, Albany 10, New York, not later than January 
15, 1957. 


FOUNDATION FUND PROVIDES OPPORTU- 
NITIES FOR PHYSICIANS AND COMMUNITIES 


Graduating interns and established physicians are re- 
minded of a unique opportunity to establish themselves 
in private practice in rural or suburban communities or 
to improve existing medical facilities in their communi- 
ties with financial help from the Sears-Roebuck Founda- 
tion Revolving Assistance Fund. 

Just one year ago the Foundation, in co-operation 
with the American Medical Association, made a grant of 
$125,000 for the establishment of this Revolving Assist- 
ance Fund. Its purpose is to loan money to physicians 
wishing to establish or improve medical facilities in 
areas where medical care is inadequate. Evaluations of 
all applications is done by a medical advisory board 
composed of highly qualified physicians appointed by 
the trustees of the American Medical Association. 

In the short time the fund has been in existence 22 
loans have been made affecting 33 physicians in 13 
states. Loans range from $3,000 to $25,000 and total 
loans amount to $179,500. These have gone to general 
practitioners, specialists, partnerships and _ medical 
groups. The sole criterion, in addition to medical pro- 
ficiency, is the need of the community for medical 
care. 

There is no charge to this fund for the administration 
of the program. This is met by another Foundation 
grant. 

There are two cut-off dates in processing applica- 
tions: April 1 and October 1. Applications received 
before April 1 are decided upon by June 15. Those 
received before October 1 will be acted upon by De- 
cember 15. So the Foundation is now accepting appli- 
cations for the last half of 1956. 

This Revolving Assistance Fund has great potential. 
Its future depends entirely on reaching and informing 
physicians of its existence and its function—to be of 
service to the medical profession in the field of medical 
distribution. 

Physicians interested in obtaining further information 
may write to: Norman H. Davis, Director, Medical 
Program, Sears-Roebuck Foundation, 3333 Arthington 
Street, Chicago, Illinois. 





In general the chronic degenerative diseases, neuro- 
logical diseases, sensory disorders, mental disease and 
severe injuries due to accidents make up the major 
health problems for the nation as a whole. All age 
groups are represented among those afflicted by these 
conditions whose one common characteristic is pro- 
longed duration. Care of the “long-term patient” is, 
in fact, the chief health problem for the physician 
and the patient’s family, for the community, and for 
the nation as a whole.—L. E. Burney, M.D., California 
Medicine, January, 1956. 


MINNESOTA MEDICINE 





TU- 
IES 


re re- 
selves 
ties or 
muni- 
yunda- 


‘ration 
‘ant of 
Assist- 
sicians 
jes in 
ons of 
board 
ed by 


rce 22 
in 13 
1 total 
eneral 
1edical 
il pro- 
redical 


tration 
dation 


pplica- 
ceived 
Those 
ny De- 
appli- 


tential. 
orming 

be of 
nedical 


mation 
Aedical 
1ington 


neuro- 
se and 
major 
\ll_ age 
y these 
is pro- 
nt” is, 
rysician 
ind for 
lifornia 


EDICINE 


Woman’s Auxiliary 


ANNUAL NATIONAL CONVENTION 


The thirty-third annual convention of the Woman’s 
Auxiliary to the American Medical Association was held 
in Chicago concurrently with the 105th annual meeting 
of the AMA, June 11-15, at the Conrad-Hilton Hotel. 

Delegates from Minnesota were Mesdames Philip 
Arzt, H. E. Bakkila, Julius Buscher, P. J. Cromwell, D. 
J. Erickson, R. F, Erickson, H. H. Fesler, Leo Fink, 
H. C. Habien, O. M. Heiberg, L. P. Howell, F. P. 
Moersch, C, L. Oppegaard, Peter Rudie, C. L. Sheedy, 
Charles Waas, R. H. Wilson and F. A. Zinter. This was 
good representation, with eighteen out of the twenty- 
three delegates our membership allows. The total regis- 
tration was 1,042. 

Round table discussions on legislation, organization, 
newsletters, public relations, Today’s Health and 
AMEF were held on Monday. That afternoon, Mrs. 
Mason Lawson and Mrs, Robert Flanders, president and 
president-elect, respectively, of the National Auxiliary, 
were guests of honor at a tea at the Sheraton-Blackstone. 

The convention was formally opened Tuesday, June 
12, with thirteen Minnesota women responding to roll- 
call. The convention chairmen, Mrs. Leonard Houda 
and Mrs. Maurice Hoeltgen, were introduced. 


Mrs. Delbert MacGregor, Michigan, read the memorial 
service. Our Minnesota Auxiliary suffered the loss of 
six members during the year: Mrs. Robert Bowen, Mrs. 
Wallace Cole, Mrs, Edwin Knight, Mrs. Logan Leven, 
Mrs. H. A. Roust, and Mrs. E. Roger Rynda. Reports 
of the national officers and the state presidents of the 
western, southern and north central regions were heard. 
Mrs. H. H. Fesler gave an excellent account of Minne- 
sota’s accomplishments. 

Leonard Read, president of the Foundation for 
Economic Education, Inc., spoke at the Tuesday 
luncheon. His topic was “The Positive Approach to 
Combatting Socialism,” and he made an effective plea 
for the support of private enterprise, stating his con- 
viction that “American people are running away from 
their own revolution.” Study material on this subject 
may be obtained from Miss Margaret Wolfe, executive 
secretary of the Auxiliary, AMA, 535 North Dearborn 
Street, Chicago 10, Illinois. 


Wednesday sessions continued with reports of national 
chairmen, reports from presidents of the eastern region, 
round-table discussions on civil defense, program, mental 


health and nurse recruitment. The luncheon honored 
Mrs. Lawson and Mrs, Flanders. Mrs. George Turner, 
Texas, presided. Dr. Dwight Murray, new AMA presi- 
dent, and Dr. Elmer Hess, immediate past president, 
were guests at the luncheon as were other trustees and 
officers of the AMA. 

Mrs. Mason Lawson presented a check for $89,766.00 
to Dr. George Lull, manager of the American Medical 
Education Foundation. This check represented the con- 
tributions raised by state and county auxiliaries for the 
Foundation. An additional $16,546.00 was raised in the 
Eighty Dimes campaign in April. 


Aucust. 1956 


Thursday’s meeting included consideration of resolu- 
tions, some of which will be debated at our mid-winter 
board meeting. Election and installation of officers was 
also held on Thursday. Mrs. Paul C. Craig, Penn- 
sylvania, is the new president-elect. 

The post-convention board conference held on Friday, 
with incoming officers and committee chairmen outlining 
plans for the year ahead was, for me, the most valuable 
session of the convention. Dr. Ernest Howard, assistant 
secretary of the AMA, reported on the AMA business 
meetings and elections and suggested where and how 
we:could be of service to the profession. Other officers 
from the AMA spoke on legislation, public relations, re- 
habilitation, mental health and automobile crash injuries. 

Reports from the states showed remarkable unanimity 
in preference of projects. In order of popularity, they 
were: Today’s Health, nurse recruitment, AMEF, mental 
health, and safety. Legislation, of course, is an ever- 
present concern. 

Delegates were reminded that the national board never 
insists on participation in an activity, and any county 
group may originate a project if it is approved by the 
parent medical society. Duluth’s “GEMS,” the training 
school for baby-sitters, was given special attention at the 
session on program and Mrs. Fesler answered innumera- 
ble questions on the project. 

Today’s Health, recruitment and AMEF will continue 
as major responsibilities of our organization. Program 
emphasis will be placed on specific rural and community 
health problems, rehabilitation, care of the aging, auto- 
motive safety, and the importance of having a family 
physician in every home, including the home of the 
doctor. The principal work of the Auxiliary in civil 
defense will be promoting home nursing courses and 
home preparation in case of disaster. 

The survey to determine how much time and money 
doctors give to community activities will continue in 
some areas, but physicians want to know what will be 
done with the data. Many wonder why “good deeds 
done out of one’s good will” should be publicized. This 
survey was not undertaken in Minnesota. 

In the mental health field, there is concern about the 
500,000 psychotic children institutionalized in the United 
States. An effort will be made to determine what is 
being done in each state for these children. Our 
Auxiliary could help with this analysis. 

The Illinois State Auxiliary and the convention chair- 
men made excellent arrangements for all meetings and 
social affairs. The tea, luncheons and the banquet, with 
Ilka Chase as speaker, were all delightful occasions. 


Mrs. L. P. Howe tu, President 
Woman’s Auxiliary, MSMA 


Contributions for this column, including news and 
activities of State Auxiliary societies and items of interest 
about members, may be sent to Mrs. A. B. Rosenfield, 
Woman’s Auxiliary Editor, MINNESOTA MEDICINE, 2920 
Dean Boulevard, Minneapolis, Minnesota. 
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General Interest 


Dr. Robert L. Parker, Rochester, was elected presi- 
dent of the Minnesota Heart Association at the group’s 
annual meeting in St. Paul on July 10. Elected as vice 
president was Dr. Milton M. Hurwitz, St. Paul. Dr. 
Karl Anderson, Minneapolis, was named secretary of 
the organization. 

* * & 

After thirteen years of practice in Cloquet, Dr. Paul 
B. Monroe resigned from the Raiter Hospital staff on 
July 1. Dr. and Mrs. Monroe plan to spend their win- 
ters in Arizona but expect to maintain their residence 
in Cloquet. 

* * * 

Dr. J. S. Blumenthal, clinical associate professor of 
medicine and chief of the allergy clinic at the Univer- 
sity of Minnesota, presented a talk on “Management of 
the Allergic Patient’ at the annual meeting of the 
Medical Technicians of Hennepin County in Minneapolis 
on June 14. 

* * # 

Ground-breaking ceremonies for a $1,500,000 wing 
at the Elizabeth Kenny Institute in Minneapolis were 
held on July 2. Principal speaker at the ceremonies was 
Dr. Frank H. Krusen, Rochester, chief of physical 
medicine and rehabilitation at the Mayo Clinic. Com- 
pletion of the new wing at the institute is scheduled for 
late 1957. 

* # * 

Dr. R. L. Constans, Willmar, was elected department 
surgeon of the Veterans of Foreign Wars of the State 
of Minnesota at the seventh annual department en- 
campment in St. Cloud on June 23. 


* wa 


A brief biographical sketch of Dr. Irvine McQuarrie 
was featured in the Town Toppers column of the 
Minneapolis Star on June 22. Dr. McQuarrie, head of 
the pediatrics department at the University of Minne- 
sota since 1930, retired from the University this year 
and became director of medical education at Kauikeolani 
Children’s Hospital, Honolulu, Hawaii. 

Dr. Lewis I. Younger has been re-elected chief-of- 
staff of the Winona General Hospital, Winona. Also 
elected to office were Dr. C. W. Rogers, vice chief, and 
Dr. L. J. Wilson, secretary. Dr. W. O. Finkelnburg was 
named chief of surgery; Dr. Sidney O. Hughes, chief 
of medicine; Dr. John A. Tweedy, chief of obstetrics, 
and Dr. Paul Heise, pathologist and head of laboratory. 


* @ * 


Dr. Charles W. Mayo returned to Rochester in mid- 
June following a trip around the world. During the 
journey, he served as President Eisenhower's repre- 
sentative at the coronation of King Mahendra in Nepal. 

* * * 

The Interstate Clinic at Red Wing announced that a 

$500 medical student scholarship has been set up at the 


University of Minnesota in memory of the late Dr. 
R. F. Hedin, one of the founders of the clinic. The 
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first scholarship will be awarded this year by the 
Minnesota Medical Foundation, which will select the 
medical student to receive aid. 

* * * 


Dr. L. A. Barney, Duluth, retired from active prac- 
tice on July 1 after forty-six years of practice in Duluth. 
A graduate of the University of Minnesota Medical 
School in 1909, Dr. Barney interned at St. Mary’s Hos. 
pital in Duluth, then began practice with the late Dr, 
Samuel Boyer. Following World War I, he went into 
practice by himself. Since 1942 he has been taking care 
of merchant seamen for the federal government. 


** * * 


Plans to remodel and expand the East Range Clinic 
in Virginia have been announced. The plans call for 
construction of a second floor on the present structure, 
with expanded x-ray and laboratory facilities and addi- 
tional examining rooms. The clinic’s staff totals fifteen 
physicians, located at Virginia, Eveleth, Biwabik and 
Aurora. President of the East Range Corporation is 
Dr. J. Arnold Malmstrom, Virginia, with Dr. F. R. 
Kotchevar, Eveleth, vice president; Dr. David Richter, 
Virginia, treasurer, and Dr. S. C. Blackmore, Biwabik, 
secretary. 

* * * 

Dr. Henry W. Woltmann, Rochester, retired from 
active practice on July 1 after thirty-seven years on the 
staff of the Mayo Clinic. Dr. Woltmann was one of the 
founders of the American Board of Psychiatry and Neu- 
rology. He has been president of the Minnesota So- 
ciety of Neurology and Psychiatry, the General Neuro- 
psychiatric Association, the Association for Research in 
Nervous and Mental Diseases, and the American Nev- 
rological Association. : 

* * *& ‘ 

Eight new consultants have been added to the staff 
of the Mayo Clinic, Rochester, and ten physicians have 
become assistants to the staff. The new consultants are 
Dr. John A. Callahan, Dr. Daniel C. Connolly, Dr. 
John F. Fairbairn II, Dr. David L. Hoffman, Dr. George 
D. Molnar, Dr. Edward B. Waldmann, Dr. Guy White- 
head and Dr. Richard K. Winkelmann. The new assist- 
ants to the staff of the clinic are Dr. John A. Higgins, 
Dr. Earl R. Ensrud, Dr. Robert S. Fontana, Dr. Patrick 
J. Kelly, Dr. Harold T. Mankin, Dr. Dwight C. Me- 
Goon, Dr. George W. Morrow, Jr., Dr. Joan M. Water 
fall, Dr. Richard E. Weeks and Dr. John H. Windesheim. 

* * * 

Dr. John S. Lundy, Rochester, spoke before the 
Section of Anesthesiology at the AMA meeting in Chi 
cago, June 11-15. He is chairman of the section. 
Dr. Robert L. Faucett, Mayo Clinic psychiatrist, also 
spoke at the Chicago meeting. 

* * * 

Two scientific exhibits prepared by members of the 

Mayo Clinic staff were awarded certificates of merit 


(Continued on A-34) 
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Pro-Banthine’ Provides 
Rapid Relief in Acute Pancreatitis 


Pro-Banthine inhibits excessive vagal stimulation 
of the stomach and pancreas and reduces*”” 
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(Sept.) 1955. 
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2 823 (April) 1954. 
ot 3. Woodward, E, R.: M. Clin. North 
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oad 4. Schwartz, I. R., and Hinton, J. W:: 


Personal communication, February, 


Sites of Action of Pro-Banthine. The principal site of action of 
Pro-Banthine is on the parasympathetic system where it exerts a dual 
action while exerting a single and lesser action on the sympathetic 
system: (1) parasympathetic effector; (2) parasympathetic ganglion; 
(3) sympathetic ganglion (see arrows). 
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Rapid germicidal activity plus specific 
sporacidal properties enable Pheneen to provide 
the extra margin of safety during minor office 
surgery. Instruments may be stored for 

months in Pheneen without weekly changes of 
solution. Special "built-in" rust inhibitor 
makes this possible. Routine use of colorless, 
odorless Pheneen reduces questionable sterility 
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and prices write . . . MM-856. 
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by the AMA. One, on bone tumors, was prepared by 
Dr. David Dahlin, Dr. Ralph Ghormley, Dr. Edward 
Henderson and Dr. Markham Coventry. A second ex- 
hibit, on “Esophageal Motility’ was prepared by Dr, 
Charles F. Code, Dr. Arthur Olsen, Dr. F. E. Donoghue, 
Dr. Howard Anderson, Dr. Brian Creamer, Dr. F. Earl 
Fyke, Jr., and Dr. Arthur H. Bulbulian. 


a: 


A group of doctors from Nationalist China, the Philip. 
pines and Korea visited several Minnesota hospitals 
last month. They stopped at Worthington, Glenwood, 
Rochester, and the University Hospitals, Minneapolis, 

* * # 


Dr. B. J. Gallagher, Waseca, was named Waseca 
County “Father of the Year” by the Waseca Chamber 


of Commerce.: 
+ « © 


Winners of medals-at the May Art and Hobby show 
in Rochester were Dr. Henry W. Woltman, Rochester, 
for his display on rock processing and polishing, and 
Dr. William H. Feldman, Rochester, for his exhibit of 
portraits of well-known local, national and European 
physicians. First prize was awarded to Dr. John Coe, 
Minneapolis, for three water-color paintings and second 
prize went to Dr. Charles Vandersluis of Bemidji for a 
collection of photographs showing the early days of 
Bemidji prior to 1900. 

* * * 

Golf tournament winners at the annual meeting in 
Rochester were Doctors Philip Olson, Glenn Petersen, 
and J. C. Lindner, Minneapolis; Stanford H. Calin, 
Louis C. Lick, Jr., Bernard G. Lannin, W. W. Amer- 
ongen, Louis Lick, Sr., St. Paul; Robert Story, Little 
Falls; John R. Hill, Joseph Pratt, Louis B. Ward, Louis 
Brunsting, C. A. Good, J. W. Kernohan, Einar W. 
Johnson, Jr., P. W. Brown, Rochester; W. R. Anderson, 
H. P. VanCleve, Paul C. Leck, R. R. Wright, Austin; 
E. A. Thayer, Fairmont; W. B. Wells, Jackson, and John 
Dordal, Sacred Heart. 


* %* 


Dr. Herman J. Moersch, Mayo Clinic, was elected 
president of the American College of Chest Physicians 
at the 22nd annual meeting of the group June 6-10 in 
Chicago. The following Minnesota physicians te 
ceived their certificates of fellowship in the college on 
June 9: : 

Dr. Howard A. Anderson, Rochester; Dr. Earl J. 
Black, St. Paul; Dr. Corrin H. Hodgson, Rochester; Dr. 
Lillian A. Olson, Ah-Gwah-Ching; Dr. Lowell W. 
Weber, Minneapolis, and Dr. Wen Yao Yue, Oak 
Terrace. 

Dr. A. M. Olsen, Rochester, serves as regent of 
the college for Minnesota, Iowa, Nebraska, North Da 
kota and Wisconsin. 

Dr. Sumner S. Cohen, Oak Terrace, serves as governor 
of the college for Minnesota. 

* * * 


Dr. Frederic E. B. Foley, urologist, was honored last 
month by the surgery staff of Ancker Hospital at 4 
dinner at the Town and Country Club, Saint Paul. Dr. 
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Foley is chief urologist at Ancker and clinical profes- 
sor of urology at the University of Minnesota. In 
1955, he received the Francis Amory Septennial award 
from the American Academy of Arts and Sciences. 

* * * 


Dr. James Bender and Dr. Werner Anderson, Brain- 
erd, have been appointed to the medical advisory com- 
mittee of the Crow Wing County chapter of the Na- 
tional Foundation for Infantile Paralysis. 

* * *# 

Mrs. Ida Lucille Brown Wallace, Cass Lake, medical 
technologist who has worked in five states and Alaska, 
was cited as the “most outstanding medical line tech- 
nologist in the United States” at the recent North 
American Conference of Medical Laboratory Technolo- 
gists in Quebec. 

Bernice Theissen Elert, medical technologist at Miller 
Hospital, Saint Paul, was awarded a $50 prize for a 
paper she presented. 

* * & 

Frank W. Moudry, Saint Paul pharmacist, was 
awarded the 1956 Remington honor medal, pharmacy’s 
highest service award. Long-time secretary of the 
Minnesota State Board of Pharmacy, Mr. Moudry was 
cited for his “invaluable contributions to pharmaceutical 
legislation and law enforcement.” 


NEW LOCATIONS 


Dr. Charles W. Zinn, a recent graduate of the Uni- 
versity of Minnesota, has become associated with Dr. 
A. B. Roehlke and Dr. G. H. Tesch at Elk River. Dr. 
Zinn replaces Dr. W. C. Woyda, who left Elk River on 
July 1 to begin a residency in surgery at Minneapolis 
Veterans Hospital. 

* * * 

Dr. Tauno Ketola, who recently completed a tour of 
duty in the Air Force, has joined the staff of the 
Raiter Hospital in Cloquet. 

* * * 


Dr. Matthew Rimas, formerly of Minneapolis, has | 
taken over the practice of Dr. O. A. Wisness at Comfrey. | 


GENERAL INTEREST 





Dr. Wisness began a residency in anesthesia at the | 


University of Minnesota Hospitals in mid-July. 
* * * 


Dr. Kenneth Larson, a pediatrician formerly with 
the Children’s Hospital in Pittsburgh, Pennsylvania, has 
become associated with the Oxboro Clinic in Blooming- 


ton (Minneapolis suburb). 
* * © 


Dr. Manfred Dobler, formerly of Saint Paul, has | 


i the staff of the Shipman Hospital and Clinic at 
ly. 
* * * 

Dr. Don Kettelkamp, previously of Monona, Iowa, 
has become a member of the staff of Chippewa Hospital 
at Cass Lake. 

* * *& 

Dr. Owen W. Holm, a recent graduate of the Uni- 
versity of Minnesota, has taken over the practice at the 
Browerville Clinic, Browerville, replacing Dr. William J. 
Byrne, who moved to California in June. 












if that BMR 


test calculation 
was right? 


THERE’S A NEW 


seeee 


WAY... 


THE L-F BASALMETE 
Segre  Calouliilingg 


Basal Metabolism 
Apparatus 





7 J 
er With this new, self-calculating, 
x direct-reading BMR_ apparatus, 
ace put in four factors (a Re 
rt eight, weight and sex) and t 


| atient puts in the fifth—the dan 
actor. The BasalMeteR does its 
own precise timing, computes all 
A\s factors and gives you, as soon as 
test is concluded, an ac- 
curate basal metabolic rate. 
A NO CHARTS! NO SLIDE 

\ RULES! NO OXYGEN 
== i TANKS! 


Ny 
\ 





No “wondering” about hu- 
man error with the Basal- 
MeteR. At conclusion of 
test, you press a button and 
read the result in terms of a 
plus or minus in percentage 


of normal. It’s AUTO- 


MATIC! Send for descrip- 
tive literature, without ob- 
ig ligation, today! 


























PHYSICIANS and HOSPITALS SUPPLY CO. 
Minneapolis 3, Minn. 


Gentlemen: Please send me, without obligation, illustrated 
literature describing the new L-F BasalMeteR. 
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MINNESOTA BLUE CROSS-BLUE SHIELD 

Since March, 1933, Minnesota Blue Cross has pro. 
vided 11,984,517 days of hospital care for 1,973,800 
subscribers and dependents. Subscriber benefits repre. 
sented by this care amount to nearly $141,000,000. 

Maternity care has always ranked among the major 
reasons for hospitalization. During the year 1934, Blue 
Cross paid its first 9 maternity cases. The peak year in 
number of Minnesota Blue Cross babies occurred during 
the year 1951 when 25,885 maternity cases were paid. 
Since 1933, Blue Cross has provided coverage in the 
births of 277,610 Minnesotans. It is anticipated that 
the 300,000th Minnesota Blue Cross baby will arrive 
during the first half of 1957. 

In less than nine years of operation, Minnesota Blue 
Shield has provided benefits for the delivery of over 
84,915 new Minnesotans. Since Blue Shield’s be- 
ginning in 1947 through April 30, 1956, obstetrical 
benefits totaling $4,773,460 have been paid. 

During 1948, the first complete year of operation, 
Blue Shield paid $9,241 for 185 obstetrical claims. In 
1949 Blue Shield babies totaled 1,989, and payments for 
their deliveries totaled $102,065. The tremendous in- 
crease in obstetrical claims paid in 1949 over 1948 
was due to increased enrollment and the fact that a 
greater number of family contracts had fulfilled the 
then existing 10 month waiting period requirement for 
obstetrical benefits. 

Blue Shield provided benefits for over 6,000 deliveries 
in 1950 and 10,746 obstetrical claims were paid in 
1951. In 1952 and 1953 obstetrical claims paid by 
Minnesota Blue Shield numbered 13,374 and 14,521, 
respectively. 

After only six years of operation, Minnesota Blue 
Shield increased the obstetrical allowance under Plan A 
from $50 to $60 effective January 1, 1954. At the same 
time the waiting period was reduced from ten months 
to nine months, and these improvements were made 
without increasing the subscriber cost of Blue Shield. 
During 1954, 15,219 obstetrical claims were paid a total 
of $916,134 as a result of these improvements, and 
during 1955 the number of Minnesota Blue Shield 
babies again increased as 16,969 obstetrical claims were 
paid $1,047,008. 

Figures for the first four months of 1956 show that 
for 5,901 deliveries a total of $365,121 has been paid 
and at the present rate of incidence an obstetrical allow- 
ance for the one hundred thousandth Minnesota Blue 
Shield baby will be paid early in 1957. 





NEW PUBLICATION 


A new publication in the heart disease field, Selected 
References on Cardiovascular Disease, has just been 
issued by the Public Health Service, U. S. Department 
of Health, Education, and Welfare. ; 

Compiled as a time-saving guide for nurses, this an-| 
notated bibliography will also be of use to medical 
students, nutritionists, health educators, social workers 
and others in the health field concerned with cardio 
vascular disease. 

Listed as Public Health Service Publication No. 472, 
this 52-page booklet is available from the Superintendent 
of Documents, Government Printing Office, Washing: 
ton 25, D. C., for 25 cents a copy. 





